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% SELF-GUIDED PRACTICE WORKBOOK

Before getting started Sign the attendance roster (this will ensure you get paid toattend
the session).

Put your cell phones on silent mode.

Session Expectations This is a self-paced learning session.

The workbook provides a compilation of different scenariosthat are
applicable to your work setting.

Each scenario will allow you to work through differentlearning
activities at your own pace to ensure you are able topractice and
consolidate the skills and competencies required throughout the
session.

Key Learning Review At the end of the session, you will be required to complete a Key

Learning Review

This will involve completion of some specific activities that you
have had an opportunity to practice through the scenarios.
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W Using Train Domain

You will be using the train domain to complete activities in this workbook. It has been designed to
match the actual Clinical Information System (CIS) as closely as possible.

Please note:
Scenarios and their activities demonstrate the CIS functionality not the actual workflow
An attempt has been made to ensure scenarios are as clinically accurate as possible
Some clinical scenario details have been simplified for training purposes

Some screenshots may not be identical to what is seen on your screen and should be used for
reference purposes only

Follow all steps to be able to complete activities

If you have trouble to follow the steps, immediately raise your hand for assistance to use
classroom time efficiently

Ask for assistance whenever needed
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PATIENT SCENARIO 1 — Access and Set-up

B PATIENT SCENARIO 1 — Access and Set-up

Learning Objectives

At the end of this Scenario, you will be able to:
Access a patient’s chart and review patient care information.
Place and manage admission orders.
Review and manage medications on admission.

Complete patient’s admission and document patient care.

SCENARIO

As the provider covering the Pediatric Medicine Unit, you receive a phone call from the Emergency
Department provider, who requests a new patient consult. A 7 year old male with history of asthma

has presented to the ED with fever and a productive cough. He weighs 25 kg and has an allergy to
penicillin.

The following steps are required for patient's admission when using the Clinical Information System
(CIS).

1. Placing an Admit to Inpatient order

2. Reviewing the patient’'s Best Possible Medication History (BPMH) and completing
admission medication reconciliation

3. Placing admission orders

4. Creating an admission note

You will complete the following activities:
Access and review the patient chart
Review home medications and complete admission medication reconciliation
Place orders through PowerPlans (order sets) for patient admission
Update problems and diagnoses and document your assessment findings

Complete and sign an admission note
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& Activity 1.1 — Access and Navigate Patient Chart
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When you log into the CIS, the very first screen is Message Centre, which serves as a collaboration

and communication platform similar to email.

You want to open your patient’s chart. The simplest way is to use Patient Overview. The CIS can
maintain the list of patients that are currently in the Emergency Department and other areas of the
hospital. You can display all your lists under the Patient Overview. You will learn about the Patient

Overview and patient lists later.

To access the chart, simply click the patient's name from the list.

PowerChart Organizer for TestPET, GeneralMedicine-Physician, MD Bxtack Oearvioy

Task Edit View [ . ks Motifications Navigation Help it Hosplatet {15] =
i |1 Message Centre = Patient Overview 1= Ambulatory Organizer B% MyExperience % Patient List ~ } () Patient Healt

Patient Overview

Toms M

CSTCARDDEMO, BOR DO NOT UISE

Lo 52
520-01

LG ED
TRIVH
LM ED
TRIWR

No Relationship Exists

& Watch

Mo Rakationship Exists

Moo Raekationship Exists

o

LG T
331 - 01M

Mo Rekationship Exicts

44 2, &, | 100% - o CSTDEMO, INTERNALTTONER
2w M DOB: Feb 20, 1990
Patient Overview B4
“CETLEARN, DEMOPHARMONE
wm F
List: Int Med Consult (2) + | Add Patient
Care Team Lists Patient Lists *CSTLEARN, MARIEONE
Patient Tiness Severity o
My Assigned Patients LGH IcU
Int Med Consult No Relationship Exists T (::" S
37y All Facilities o5
LGH 6 East
Hospitalist X
Consulting Provider Discharging

72y LG_Hospitalist

; LGH 2E Cardiac Care
LG_Hospitalist | Team 1

§ LGH 4 West
LG_Hospitalist | Team 2

§ LGH 6 West
LG_Hospitalist | Team 3

LGH 6 Surgical Close Observation

LGH Emergency Department

Admitting - LGH Lions Gate

LG_Hospitalist | Team 4

When you access the chart for the first time, you are prompted to Assign a Relationship with the

patient. To consult on the ED patient, select Consulting Provider and click OK.

Assign a Relationship @
For Patient:  CSTLEARNPEDS, ALEX

Relationships:
onsulting Provider

ucation

Quality / Utilization Review

Referring Provider

Research
Triage Provider

Y

After reviewing the patient chart and assessing the patient, you can decide whether to admit them.

If you do not admit them you will create a consult note and close the chart. If you admit them the first

step you need to take is to place the Admit to Inpatient order.
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It is important that the Admit to Inpatient Order is placed before any other orders. Pharmacy
dispensing may be delayed if this order is not placed first. Also, placing this order allows the following

important steps to happen automatically:
The status of the patient becomes inpatient and the clock starts for the admission
There is a notification to Access Services to locate a bed for the patient
The encounter type changes from Emergency to Inpatient.

Admission tasks are sent to the inpatient nurse assigned to this patient

In our scenario, you made the decision to admit the patient. As you are using the learning domain, the
Admit to Inpatient order has already been placed. A bed became available on the pediatric unit and
your patient was transferred there. You are now designated as their attending provider. From here
you will practice navigating his patient chart.

NOTE: The completion of the Admit to Inpatient order involves actions taken by other hospital
departments. Such a process cannot be fully represented in the Train Domain and patients in
the Train Domain are already admitted to the Pediatrics Unit. You will place the Admit to

Inpatient order for practice only.

If you had decided not to admit the patient, you would create a consult note and close the chart.

To access and review the patient chart, click Patient Overview.

1
PowerChart Organizer for TestPET, GeneralMedicine-Physician, MD
Task Edit View atl 3 ks MNotifications  Inbox Help
{ |=1 Message Centre] EZ Patient Overview = Ambulatory Organizer % MyExperience < Patient List
Message Centre
Inbox Summary Messages X
Inbox m —jCommunicate ~ Open Reply Reply A
2 Select the My Assigned Patients list which groups together all patients for whom you are the

attending provider.
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PowerChart Organizer for TestPET, GeneralMedicine-Physician, MD

Task

#@n

=1 Message Centre EX

Edit View Patient Chart

Patient Overview

[ R & | 100%

Links Motifications Mavigation

ML R Jn

Patient Overview % Ambulatory Organizer g MyExperience 4 Patient List S Dynamic Worklist 5 LearningLIVE

Help

Patient

Patient Overview

List: MY Patient (3) = | Add Patient

2|+

Care Team Lists
My Assigned Patients

En

All Facilities
T

Patient Lists
MY Patient
LGH Emergency Department
All Visit Relationships

Hlness Severity Medica._.. Dis....
@ Discharging o W W
M Ciahla al ad i

Note: There are other ways of accessing a patient’s chart that can be learned from other
resources.

3 Under My Assigned Patients click your patient’s name to access the chart.

AN AR R [00% -|®0d

Patient Overview

-

Patient Information

2| +

List: My Assigned Fatients (3)

IPPHYONE, JANE

F6y= F DOB: Apri12, 1941

Location

LGH ZE
230-01

TIness Saverity Medica... Dis.... N...

Y00 e
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The patient’s chart opens to the Provider View which is the current default screen when
accessing a patient’s chart.

It is organized into several tabs. Each tab is designed to support a specific workflow.
Click each tab to open a specific view.

IPPHYONE, JANE - 700008555 Opened by TestPET, GeneralMedicine-Physician, MD = e
Task Edit View Patient Chart Links Noifications Navigation Help

i |I=1Message Centre Ef Patient Overview 5 Ambulatory Organizer ¥ MyExperience 4 Patient List | | @) Patient Health Education Materials |7 { %, Propo:0 |7 i

IPPHYONE, JANE

IPPHYONE. JANE

MRN:700008555
Enc:7000000015904
6418559

Code Status:

Dosing Wt70 kg

Admission 22| Rounding 22| Transfer/Discharge 52| Quick Orders
Advance Care Planning and N ~ w
Goals of Care Advance Care Planning and Goals of Care « |2
Chief Complaint Advance Care Plan (0) Most Recent =
Histories Iva n
Allergies (2)
Visits (1)
Documents ... ~

. _Chief Complaint Selected visit | Q|
Links .. E
vital Signs & Cough shortness breath for last 5 days, chest pain
Measurements ...

TestUser, Nurse-Emergency 01/12/17 11:33
Labs ... )
Micro Cultures ...
Pathology ... Histories Al Visits ‘e‘
Imaging ... ;
Add
T E TS Medical History (1) | Surgical History (D) H Family History ()] H Sodial History (2) H 0Obs/Gynocology  (0) -
Current Medications ... 7
Mame Classification
Order Profile ... 4 Chronic Prob W
History of Present Iliness ... Tobacco use Medical
Physical Exam ... 4 Resolved Problems (0)
Active Issues ... i No results found i
Toolbar Options. PRODBC PETTEST.MDGENMED Tuesday, 05-December-2017 15:07 PST

The Banner Bar located at the top of the screen displays demographic data, alerts, information
about the patient’s location, and current encounter.

Click the Refresh icon to ensure that your display is up-to-date. A timer shows how long ago
the information on your screen was last updated. Refresh frequently.

IPPHYONE, JANE = List
IPPHYONE, JANE DOB:12-Apr-1941  MRN:700008555
Age76 years Enc:7000000015904
Gender:Female PHNOE76418559

T—
Location:LGH 2E; 230; 01
Enc Typeinpatient

Code Status:

Allergies: Peanuts, penicillin

Dosing Wt:70 kg . Emer jenvy-ri

= ~ |# Provider View EPrint 2

o
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Open the Admission tab to start the admission process.

IPPHYOME, JANE -
IPPHYONMNE. JAMNE DOBA2-Apr-1941 FMRMNTOOD0BS5S. Code Status: Process:
AQeiT6 years Enci700000001 5904 Disease:
Allergles: Peanuts, penicillin Gender:Female PHMNEBT6418559 Dasing W70 kg Isolation:

-  # Provider View

4 B BB S R | 100% e B N~

Admission $=4 Rounding ET Transter /Discharge b= Quick Orders £3

Advance Care Planning and
Goals of Care

Chiel Complaint Advance Care Plan (0] Most Recent

Advance Care Planning and Goals of Care «

Histories

Allergies (2)

Wisits (1)

On the left side of the screen there is a list of components representing workflow steps specific to
your specialty. Click the component name or use the scroll bar to view specific information within
each of the components.

Admission £2 | Rounding 82 | Transfer/Discharge 22| Quick Orders 5| =+ —
Advance Care Planning and = N N 7
Goals of Care Advance Care Planning and Goals of Care » <

L
1

»

Chief Complaint Advance Care Plan (0) Most Recent =
Histories Adva Found
Allergies (2) Res
Visits (1)
Documents ...
i i Selected visit | &
ke Chief Complaint |
Vital Signs & Cough shortness breath for last 5 days, chest pain

Measurements ...
TestUser, Nurse-Emergency 01/12/17 11:33
Labs ...

Each component has a heading. Place the cursor over the heading. This icon {t“} means the
heading is an active link. Click this heading to open a comprehensive window with more options.

Admission %2 | Rounding &3 | Transfer/Discharge

Advance Care Planning and N Histori

Goals of Care ISLOrics

Chief Complaint ‘ Medical History (1) “ Surgical History (0) || Family
Allergies (2)

Visits (1) Name -

Documents (0) 4 Chronic Problems (1)

Links = Tobacco use

vital Signs & DLzl o2

If the patient already has previous encounters in the CIS, you will have access to patient
information previously documented such as allergies, histories and notes from previous visits.
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With the patient’s chart displayed on your screen, review the information entered by the ED
team. Ensure you are on the Admission tab and navigate through the component list in order.
Review the following components for your patient:

e Chief Complaint

e Histories

e Allergies

e Documents

e Vital Signs

e Labresults

e Home Medications
e Current Medications

Key Learning Points

When admitting a patient it is critical to place the Admit to Inpatient order prior to entering
additional orders.
Use the Patient Overview and specific patient lists to access patient charts.

Review the Banner Bar information to ensure you have selected the right patient and the right
encounter.

Remember to refresh your screen frequently to view the most up-to-date information.

The Provider View provides access to various workflow tabs.
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& Activity 1.2 — Review Best Possible Medical History (BPMH)

The BPMH is generally documented by a pharmacy technician. When a pharmacy technician is not
available, it can be completed by a pharmacist, nurse, medical student, resident, or by the patient’s
most responsible physician.

In the CIS there are two places to see a list of home medications. You can look in the Home
Medication component of the Admission workflow. This will show you the medications that the
patient was taking upon discharge from their last encounter.

You can also see the patient's PharmaNet Profile when documenting the BPMH. When you create
the BPMH, these lists can be seen side-by-side. More details about how to view the PharmaNet
profile and complete the BPMH will be shown in other training sessions.

Home medications are reconciled each time the medication reconciliation is done.

Medications Taken Medications Taken Medications Updated
at Home during Hospital Visit at Discharge
- T -
4‘1:§* 2o H 4q:>\
L L
Y S

WARNING: In the CIS, the BPMH must be completed before proceeding with the
admission medication reconciliation. The Admission Reconciliation will not be available
until the Medication History is documented.

In our scenario, the pharmacy technician documented home medications. Jane’s daughter brought
Jane’s gliclazide and salbutamol inhaler with her from home and you decided to document them to
complete the admission reconciliation.

Ensure you are in the Admission tab:

1. Click the Home Medications component to display the list of documented home
medications.
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2. Documented home medications are marked by the 4" icon.

3. Note the status line indicating who and when updated the medication history.

4. Click the Home Medications heading.

IP-PHY-Six, Jane x List i Recent - RN -
DOB:1942-Feb-07 MRN:760001105 Code Status: 550 Location:LGH 2E: 222; 01
Age:76 years Eni 0000001105 5 Enc Typeinpatient
lin, Peanuts Gender:Female PHN:10760001105 Dosing Wt70 kg . tion: Attending:Train, GeneralMedicine-Physician

A Provider View O Fullscreen  [EIPrint &> 4h

ARAR A& |100x -0 d

Admission 52| Rounding 8% | Transfer/Discharge 2| Quick Orders 2| -+ E =
Allergies (3) e

icati 2 =-
Visits (1) Home Medications (4)9 Alvists | Q|
Documents (2) -

Medication Responsible Provider Compliance Estimated Supply Remaining

Links.

lisinopril (lisinopril 10 mg oral tablet) 1 tzb, PO, adaily,

0 tab, 0 Refill(s) -

Vital Signs & Measurements
Labs
Micro Cultures (0)
Pathology (0)

4" | metFORMIN (metFORMIN 850 mg oral tablet) 1 tab, PO, BID, 0 Refill(s) -
&/"| multivitamin (Centrum 8400 oral tablet) 1 tab, PO, adaily, 30 tab, 0 Refill(s) - - -

"] non-formulary medication (ginseng) 0 Refill(s) = -~ _

TETE e Document History: Completed by TestUser, Nurse-Emergency on 28/01/2018 At 13:27
maging (1

Home Medications (4)

The Medication List window displays and you can check details for all current medications
prescribed for the patient.

Hover to discover to check what on-screen explanation is provided:
/s indicates inpatient medication

4 indicates medication is part of the order set; Hover to discover more information.
" indicates that pharmacy must verify the medication

1. Click Document Medication by Hx.

IP-PHY-Six, Jane
IP-PHY-Six,. Jane DOB:1942-Feb-07 MRN:760001105 Code Status: Process: Location:LGH

Agei76 years Enc:7600000001105 Jisease: Enc Typednpatient
Allergies: penicillin, Peanuts Gender:Female PHM:10760001105 Dosing Wt:70 kg Isolation: Attending:Train, Gen|
- | #% Medication List 00 Full screen
+ Add | 4F Dacument Medication by Hx 1 ciliation = | % Check Interactions Reconciliation Status
+ Meds History
- Medication List | DocumentIn Plan
[\
Vi Displayed: Al ctive Orders | All Active Medications
-Orders for Signature Y
& Medication List ‘@ | ‘ v |Order Name Status |Dose... ‘De'ta\\s
i [COTTOTGS T jisi

" Admit/Transfer/Discharge 4 [sions - -

Status =] odium chloride9%... Ordered order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 29-Jan-2018 15:31 PST, b

[CIPatient Care | BeBeations

] Activi M aE hzithromycin Ordered 500 mag, IV, g24h, order duration: 3 day, first dose: NOW, start: 20-Jan-2018 15:31 PST, st

DAy M i fefTRIAXone Ordered 2,000 mg, IV, q24h, order duration: 5 day, first dose: NOW, start: 29-Jan-2018 15:31 PST, s

| Diet/Mutrition

N . Then reassess
| Continuous Infusions M 5 |pratropium Ordered 120 meg = 6 puff, inhalation, glh, order duration: 3 doses/times, drug form: inhaler, firs
[E| Medications ipratropium 20 meg/... Give with spacer
cod Froducts cetaminophen rdere mg, , , ever, drug form: oral lig, start: 29-Jan- ;.

[CIBlood Product: Mm@ ph: Ordered 320 mg, PO, q4h, PRN fever, drug f I lig, 29-Jan-2018 15:31 PST

" |Laboratory Maximum acetaminophen 4 g/24 h from all sources

|| Diagnostic Tests M “w & falbutamol (salbutamol Ordered 600 meg = 6 puff, inhalation, g20min, PRN shortness of breath or wheezing, drug form:

[ |Procedures 00 meg/puff inhaler) Give with spacer

3 Ensure you are in the Medication History window. Click the 4 add button on the

141110



21 &
PATIENT SCENARIO 1 — Access and Set-up ‘,,1”;’ LEARNING MATIONAL

Medication History toolbar.

Attending:Tr:

Reconciliation Status
MNo Known Homg Medications Unable To Obtain Information Use Last Compliance +" Meds History @ Admi

=4 Add

| Document Medication by Hx

|B'> |Order MName Status |Detai|s Last Dose Date/Time |Inf0rmati0n Sourg
4" Last Documented On 2018-Jan-28 13:27 PST (TestUser, Nurse-Emergency)

4 Home Medications
c::” non-formulary medic... Documen... ginseng, refill(s): 0, start: 28-Jan-2018 13:26 PST
c::” multivitamin (Centru... Documen... 1 tab, PO, gdaily, drug form: tab, dispense gty: 30 tab, refill(...
c::" metFORMIN (metFOR... Documen... 1 tab, PO, BID, drug form: tab, refill(s): 0, start: 28-Jan-2018 1... 2018-Jan-27 09:00 PST Patient
c::” lisinopril (lisinopril 10 ... Documen... 1 tab, PO, gdaily, drug form: tab, dispense gty: 30 tab, refill{... 2018-Jan-27 09:00 PST Patient

4 In the Search window you can search the entire catalogue.

1. You may need some practice to be able to use the search efficiently. Here are few
tips:
e Type few first characters.
¢ Add more details to truncate the list of possible options.

e For this example, type ipra puff 2 to add Ipratropium 20 mcg/puff inhaler (2
puff QID).
2. Select the most detailed and appropriate order sentence to avoid manual entries

3. Once you select the medication and associated details (order sentence), the
medication order is placed and waiting for your signature. You can continue
searching and adding more medication orders if needed.

For this activity, you want to add just this one. Click Done.

Search| ipra puff 2| L Type: o DocumentMedicationby Hx  +

ratropium 20 mcg/ inhaler
4 B'P P 9/put .

ipratropiumZO mcg!puff inhaler (1 puff, inhalation, g4h, order duration: 30 day, drug form: inhaler, d

30d

spense gty: 2 in..

(C3Cor] ipratropium 20 mcg/puff inhaler (1 puff, inhalation, g4h, PRN shortness of breath, order duration:
(Cor ipratropium 20 mcg/puff inhaler (1 puff, inhalatior

(3Cen ipratropium 20 mcg/puff inhaler (1 puff, inhalation, QID, PRI

drug form: ..

der dur ug form: inhaler eqty:1in..

shortne

ay, drug form: .

ipratropium 20 mcg/puff inhaler (1 puff, inhalation, TID, order duration: dispense gty: 1 in...
ipratropium 20 mcg/puff inhaler (2 puff, inhalation, QIC
ipratropium 20 mcg/puff inhaler (2 puff, inhalation, TID, drug )

' ipratropium 20 mcg/puff inhaler (2 puff, inhalation, TID, order duration: 30 day, drug form: inhaler, dispense qty: 1 in...

ipratropium-salbutamol 20-120 mcg/puff inhaler
ipratropium-salbutamol CFC free 20 mcg-100 mcg/inh inhalation aerosol (1 puff, inhalation, QID, #4 g

“Enter” to Search

5 1. Select the order to display its details.

2. ltis very important to know if the patient is compliant with prescription. To add this
information, click on the Compliance tab.

3. Document the following in the Compliance tab:

e Status = Taking as prescribed
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¢ Information source = Patient’s mother

o Last dose date/time= Yesterday at 0900, use calendar to enter date in a proper
format

4. Click |% Details to collapse or expand details for the selected order.

5. Click Document History to complete the process.

[ [order Name [status [Details [Last Dose Date/Time [Information Source | Complian...[Compliance Comments
@ Medication history has not yet been documented. Please document the medication history for this patient encounter.

4 Pending Home Medications
X ipratropium (ipratropi... | 1 : 2 puff, inhalation, QID, drug form: spray, refill(s): 0, start: 04-... Patient Taking as ...

- il: for Ipratropium (ipratrop

ium 20 mcg/puff inhaler)
[ Details | [ Order Comments ';?J(}ompl'un(eé

Status Information source Tast dose date/time
[Taking s prescribed 3 | [ Patient o] [ Sl

Comment

0 Missing Required Details [ Leave Med History Incomplete - Flmse Document History

The updated list of current home medications displays.

IP-PHY-Six, Jane =
IP-PHY-Six, Jane DOB:1942-Feb-07 MRMN:760001105 Code Status: Process:
Agei76 years Enc:7600000001103 Disease:

Allergies: penicillin, Peanuts Gender:Female PHN:10760001105 Dosing W70 kg Isolation:
= - | Medication List

o Add | & Document Medication by Hx | Reconciliation = | 5% Check Interactions

[ Orders | Medication List | DocumentIn Plan

\J
Vi Displayed: Al Active Orders | Al Active Medications
Orders for Signature
 Medication List [&] [¥ [orderName [status [Dose Adjustment |Details
L] Admit/Transfer/Discharge 2 . - - S
[T Status I & sedium chloride 0.9% (NS) continueus infusion ... Ordered order rate: 100 mLsh, IV,
4 Medicati
Patient C;
;g;ﬂ‘_e_” ore | salbutemol (salbutamol 100 mcg/puff inhaler) _Documented | 1 puff, inhalation, once,
{Fp Wzy . "B azithromycin Ordered 500 mg, IV, g24h, order {
LT M 5B cefTRIAXone Ordered 2,000 mg, IV, q24h, orde
Then reassess
T ipratropiumn (ipratropium 20 mcg/puff inhaler)  Ordered 120 mcg = 6 puff, inhalg
:[T|Blood Products Give with spacer
Himll WA el h Orlerad 220 mn PO _ndh DENE

7 For your practice, try using this process to add multivitamin with minerals, PO, gdaily, tab.
You will complete the medication reconciliation for both of these medications in the next
activity.

In some cases, you may need to document that the patient has no home medications or you
are unable to obtain information. Select -7 Document Medication by Hx
When needed, you can select one of the following options:

¢ No Known Home Medications
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e You can also select the medication and click Use Last Compliance — this will copy
the past medication record as a current entry

Validate, IP-PHY-Four DOB:1942-Jan-22 MRMN:760000648 Code Status: Process: Location:LGH 2E: 2EL: 03

Age:T6 years Enc:76000000006 Disease:

Enc Typeinpatient
Allergies: penicillin, Peanuts Gender:Female  PHN:10760000648 Dosing Wt70 kg Isalation:

Attending:Train, GeneralMedicine-P...

Medication History

+ Add Mo Known Home Medications Unable Te Obtain Information Use Last Compliance

Reconciliation Status
+" Meds History @ Admission @ Discharge

Pl Docu

|B'7 |Order Mame Status |DEtai|s -

+ Last Documented On 2018-Feb-20 15:00 PST (TestPET, GeneralM
4 Home Medications

o gliCLAZide (Act Gliclazide MR 30 mg oral ta... Documented refill(s): 0, start: 20-Feb-2018 14:58 PST

& non-formulary medication (Ginseng) Documented Ginseng, refills): 0, start: 2017-Dec-2910:19 PST

<& multivitamin with minerals (Centrum 8285 ... Documented 1, PO, g24h, tab, refill(s): 0, start: 2017-Dec-29 10:19 PST

s.-;f lisincpril (lisincpril 10 mq oral tablet) Documented 1 tab, PO, gdaily, drug form: tab, dispense qty: 30 tab, refill(s): 0, start: 2017-Dec-29 10:16 PST

i metFORMIN (Act MetFORMIN 500 mg oral ... Documented

1 tab, PO, BID, with meals, drug form: tab, refill(s): 0, start: 2017-Dec-29 10:19 PST
c’.f salbutamel (salbutamel 200 mcg inhaler) Documented

1 puff, inhalation, once, PRN as needed, drug form: powder, refill(s): 0, start: 20-Feb-2018 14:59 PST

8 Providers will occasionally update the home medications because there will be Pharmacy
Techs but this is very important for patient safety.

:\ NOTE: The following information and screenshots are to illustrate the ability to see a
~ patient’s PharmaNet profile when completing BPMH.
This is not available in the Train domain that you are currently learning in, but will be

available when the CIS goes live. Resources to review this process will be available in
future sessions prior to go-live.

g Toview a patient's PharmaNet profile, you will access home medications in a similar manner
as above, by selecting the Document Medications by Hx button. - Document Medication by Hx

Within the Document Medications by Hx page, a new External Rx History button will be
visible, Eebtemsl fxHistory

Age:33 years Dise,

Isolal

Allergies: No Known Allergies GenderFemale

HN:G 735353755
5 Medication History
+ Add | EsExtemal Re History - Mo Kngwn Heme Medications Unable Te Obtain infermation [ Use Last Compliance

M Document Medication by Hx

ll "'-'-‘r'orum Mame = [status [ Details

Clicking this button will open up the PharmaNet External Rx History window in a side-by-side
view with the Document Medication by Hx window.
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+ 254 | Dhabscernsl By bisiony - i Kngmem Homa Msciconions. [ i To Gbasen ivbpemacion (1 iUpe Lavi Complionce 1 Madis Hsizey 0 ismmisson. ) Eincharg
H i' R M| Docurmm Madstion by Hr
o ey +1 O - - % O | s MaretTiatady = [Last Diote Dty | infoemanion Gonrce
Tt S G0 L Coimmamaesiead (e 09 M 2008 1048 PST (e, Minderrsd
Mumwmmuwmum&mmum:wmmuumum ‘ s FX (¥afbee 156 ey i ol fFshli
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SLSCAFTION DR S Y ARE RACTLY 80 Y " wthommmads [Tamntin 130 ma ol capre]
Jemp, PO geiedy
Bl READM WOMMG TABLET ABROTTLAES mume o
ot A il PO, THD) weth fosd
]
*HE O ERVTHEOMYC ETRLSUCCINATL 00 MG TABCHIW  ABBOTT LAY = E S0 0, B il i, o 300y, BT 188, 0
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I CARBATHOL 154% DROPS ALODH CANADS
¢ o s ] 3 S =
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26 ) i, B,
* HALOPERDOL TABUET  WCHER, PHARM
WS 1ok et WISl
i FERROUS DATATE 1 /5 P MLAD MOheEON []
U- iy ; wannt | &
LR

From these windows, users can then review a patient’s PharmaNet history and make
to add to the patient’'s BPMH.

informed decisions regarding which medications

GH&I:‘M 14 TasuT mmc

P HALOMRDOL MG TASUET MACKER Prlilid O

B} HALORERSDOL § MG TABLET WCKER PRAEM ©
B PEOUS SULIATE 150(M/S SVRUP  MALAD JOHRSOH
B CHIORD 120G CAPRAE " rapion B0 ey oeal Coprivie, etended reltase
THARTH RUT PO & PRESCRA TR [RAPSD G il THE AR rabioh S0 Freg oril Lablcd
et jo Sewen

P ) FERRDUS LA FATT TR0 S DEORT  MEAD KOMREON

Hertery B oncilation Seatuy
mw”““’““' i K Blgerg Rbpchcutions [ st T Dbt iiprmntion. [ e Lt Cromplianc o -3 O v

|-|-d-;|;p.. M| Documrd Medisbon by Hr
Dgliy  LoddiMonths  w S sl nstinock DickamaE % | Qe Plmsn Doty Logt Dot Doigy’_ Infowmmecn Tamas e
Thee B heghory contrs ooy peovided by [P, Sech B hissoey Larun Copr ommpmtend vy (58 Rl 210 9040 FAT Lilare, M,

PaOspGn
Py 8 T il i i U] fel ey Sk 64 Tk P Bl 5600 s bt by LB BT 1 Mt il of Theh & '_:""‘_ gmmmmm gy S —
presriber T veldate and vy the sfoemation, directly with the patiest of via other Rpproprste e, Fampiyaping b

; "
| Dmdas Mama Dy, Lt~ add A i

5 M 20E8 & anichicms inokhocome 16 ma son ekl il Peen
qfhll-u,ull: 18 151004 POT Sl L b
LB COUCHICIE (L) MG TASLIT  ARROTT LAEF =1 o stharpnade Dot 130 mg ol Cnprda)

J ; PEroT 2o 2540 20mg #0, 80
't aemade (Taoata 150 M sl ChpE) Pmarr
B ] CLOMPHENE CITRATE 50085 TARET CMINCWN =
‘i 1umm—| ORPHANING. —
= Allergica: N lna... Genderd _F
rid amlmmn 00 niG Iilﬁ"lI m‘rn.m
N X IRESENETION. Somtf] miscird G, Bpomw o | Dodw MedcaonleF w 1
1

bE O CARHATHOL 13N DROPS ALOON CAMADS
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“ Key Learning Points

BPMH must be completed before admission medication reconciliation can occur
Home medications, once documented, can be updated at any time
Documented home medications can be continued during the hospital visit

Documented home medications can be continued or stopped when patient is
discharged
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& Activity 1.3 — Complete Admission Medication Reconciliation

1 With the BPMH completed, you can start admission reconciliation.
Move to the next component — Current Medications — indicating the status of medication

management in patient’s chart.
[Carrent Medications + ) T

Status: ¥ Meds History | @ Admission | Transfer | @ Discharge

Order Order Start

4 Scheduled (0)
4 Continuous (0)

4 PRN/Unscheduled Available (0)
» Administered (0) Last 24 hours

» Discontinued (0) Last 24 hours

2 To complete admission medication reconciliation, click the Admission button.

Current Medications + Seected vist | R

Status: # Meds Historyl] @ Admission | [ransfer | @ Discharge

Order Order Start

4 Scheduled (0)

4 Continuous (0)

4 PRN/Unscheduled Available (0)
» Administered (0) Last 24 hours

» Discontinued (0) Last 24 hours

3 The admission reconciliation screen for the patient displays.
Check the Orders Prior to Reconciliation on the left. It lists:

e Documented home medications from the BPMH
¢ Medications ordered in hospital
e Active medications from other encounters such as outpatient, oncology etc.

CSTLEARNPEDS, ALEX DOB:30-Oct-2010 MRN:700007827 Code Status:
AgeT y Enc:70000000155

Allergies: penicillin, Tape i g Daosing Wi:

4 Add | @ Manage Plans

- |
M ' Orders Prior to Reconciliation
|B'> | % |Order Name/Details Status | 13 | | |'3") | k'l |Order
4 Medications
q;u*’ multivitamin with minerals (multivitamins-minerals chewable tab) Documented olo
1 tab, PO, gdaily, for 30 day, 30 tab, 0 Refill(s)
& & salbutamol (salbutamol 100 mcg/puff inhaler) Decumented olo
1 puff, inhalation, g4h, for 30 day, PRN: shortness of breath, 2 inhaler, 0 Refill(s)

Hover over icons to learn more about them:

< indicates ?
Tm o, .
=l indicates ?
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B allows for ?
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Note: If the patient received a paper prescription medication on a previous visit, it will be marked

by the E icon.

In the Admission Reconciliation, discontinue the following medications:

e Sodium chloride 0.9% (NS) continuous infusion 1000 mL rate of 30 mL/hr

5 For all other medications, select Continue.

Convert to Inpatient Medication

Orders to Convert

B | Order Name

Details

& multivitamnin (Childre... 1 tab, qdaily, refill(s): 0, start: 2017-Dec-Z

If a patient has a medication where a conversion or non-formulary substitution needs to occur, you
will receive a pop-up notification when that medication is selected to continue. Select the
substitution option you desire, in this case multivitamins oral liq.

o |[[E =]

HAvailable
Possible Conversions for: Children's Chewable Multivitamins oral
tablet, chewable

- Best Match(es)

£} Other Options
multivitarnins inj

Imultivitamins oral lig I
multivitarmins oral lig (POLY-VI-50L EQUIV)
multivitarnins oral lig (TRI-VI-50L EQUIY)

multivitamins tab

vitamin B complex inj
vitamin B with C (RENAVITE) tab
. witamin B with C tab
[+ Same Therapeutic Class
=~ Non Formulary
. non-formulary medication (multivitamin (Children's Chew

1| m | 3

Peds-Phy, Nelson - 760000217

An additional window will appear for selecting an order sentence to complete the order. For this
21110
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example, select Convert Existing SIG and click OK.

P

Order Sentences =

COrder sentences for: multivitarin (multivitamins eral lig) Filtered Order Sentences

(Mone)

Convert Existing SIG

O

Reset | oK | Cancel |

You will return to the medication reconciliation window and a red exclamation mark icon ! will
appear beside the multivitamin order to address the details needed for the conversion.

e Click the exclamation mark LA window will open to modify the order details.

¥ Details for Multivitamin (multivitamins oral lig)

Details ] B’:J COrder Comments ]

% III" @ #Review Schedule Remaining Administrations: (Unknown) Stop: (Unknown)
*Dose: | | |~

*Dose Unit: | | v |
*Route of Administration: | | v | 1

*Frequency: | qdaily

PRM Reason: | | v |

Administer over: | |

3 Miszing Required Details ] [ 3 Unreconciled Order(s) ] Reconcile and Flan Sign ]

Fill in the yellow required fields:
e Dose=1
Dose Unit=doses/times
Route of Administration=PO
Drug Form= oral liq
Start Date/Time= T (for Today)

Then click Sign. You will return to the Medication orders list.
Refresh the page to see the new orders.
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Dizplayed: all Active Orders | All Active Medications
% ' Order Name Status Dose ... |Details
4 Medications
M “mid’ multivitamin (multivit... Ordered 1 doses/times, PO, gdaily, drug form: oral lig, start: 2018-Feb-09 12:32 P5T
= acetaminophen Ordered 3125 mg, PO, gq4h, drug form: oral lig, start: 2017-Dec-28 11:28 PST
For age less than 3 months of age- maximurn 60 mg/kg/24h, for age greater than or equ...
M \t K vancomycin Ordered 375 mg, IV, gbh, drug form: inj, start: 2017-Dec-28 12:00 PST
M b ) zalbutamol (salbutam... Ordered 100 micqg = 1 puff, inhalation, g4h, PRM shortness of breath or wheezing, drug form: inha...
M b ibuprofen (ibuprofen ... Ordered dose range: 125 to 250 ma, PO, g&h, PRN pain-mild or fever, drug form: oral lig, start: 20...
zalbutameol (salbutam... Documen... 1 puff, inhalation, g4h, PRM shortness of breath, drug form: inhaler, refill(s): 0, stark: 2017...

Note: It is more efficient to complete admission medication reconciliation before placing any
new orders. This way you are only reconciling the patient's documented home meds and

recently ordered meds from the ED.
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3 Activity 1.4 — Place a PowerPlan (Order Set) for Patient Admission

Now you are ready to place orders for your patient. You will use a PowerPlan that is specifically
designed for admitting patients to the pediatric medicine unit.

PowerPlans are similar to pre-printed orders (PPOs), allowing you to plan and coordinate care in the
acute care environment by defining sets of orders that are often used together. You can adapt
PowerPlans to fit your needs:

1. You can select and deselect individual orders from the PowerPlan list.
2. You can add orders that are not listed in the PowerPlan.
3. You can add other modules (orders sets) that are a listed in a PowerPlan.

An Initiated PowerPlan becomes active immediately and its orders create respective tasks and actions
for other care team members. If you want something to happen now, use the 2 step process: first
Initiate then Sign.

A PowerPlan that is only Signed but not Initiated, remains in a Planned state allowing you to prepare
orders for a future activation as needed. This is useful for surgical scenarios and for future procedures.
If you want something to happen later, use 1 step only: Sign.

The best option for placing PowerPlans and orders is via the Quick Orders tab. This view is an
one-stop shop for common orders and PowerPlans that are specialty specific. It is organized into
separate categories such as Medications, Labs etc. Depending on your specialty, it may differ which
orders are available and how orders are organized.

DOR:30-Oet-200 T 7 Cede Stmus:httempt CPRL Full Code
AgeT pears E

GEnderiae

Under each category, there are folders. For example, under the Medications category there is the
Analgesics folder which contains individual orders for analgesic medications such as acetaminophen.
Orders may allow you to add additional details regarding dose, frequency, route, etc., or may have
these details pre-determined for ease of ordering as an order sentence.

24110



‘ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL

LEARNING

PATIENT SCENARIO 1 — Access and Set-up

Gur path 1o smartar, seamless cars

Admission Rounding Outpatient Chart Neonate Workflow
veroe
PowerPlans 0o Medications =~
ik
aceamino;hen 15 mg/kg, PO, g4h, PRN psin-mid or fever,
oot

buprofen
ibuprofen 10 mg/kg, PO, gsh, PAN perrmild or fove, drug

Clicking the arrow will collapse or expand the category.

Medications

» Analgesics

Clicking the folder will collapse or expand its content.

" Imaging and Diagnostics

ead

ECG 12 Lead STAT

Placing the PowerPlan

1 In the Quick Orders tab, under the PowerPlan section, expand the General Pediatrics folder.

Select PED General Medicine Admission. PowerPlans are marked by the  icon.

Allergies: No Known Allergies

LA 4 - & Provider View

Gender:Female

Isolation:

PHN98]

Dosing WE5.5 kg

AN AR A 0%

Q0 a

Admission

%4 PED Peripheral IV and IV Fuids
(Module) {prototype) PED Peripharal Iv

and IV Fluids (Module] (prototype]

44 PED Enteral Tube Feeding (Module)

' (prototype) peD Entersl Tube Feeding

l_l"'..'x‘z.nlr_l :;r:\!nl‘ype:

4 PED Analgesics | Antiemetics /
Antipruritics (Module) (prototype)

PED Analgesics | Antiemetics | Antipruritics

{Medule) {prototype

3| Rounding

f 1
¥ | Outpatient Chart #3 | Neonate Workflow IE'i Quick Orders I.i

» Analgesics
» Antiemetics | GI
} Antimicrobials

¥ Blood Products / Ti
» Corticosteroids

» IV Fluids

» Neurology

» Nutrition

» Respiratory
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2 Click the Orders for Signature icon K=,

B AT : 52

3 Click Modify.

Orders for Signature (1) &%

PowerPlans

%* PED General Admission (Validated) (psp General Admission (Validated))

| Sign H Save

Meodify ] Cancel

4 PowerPlans open in the Plan Navigator. Scroll through to locate visual cues organizing orders:
1. Bright blue highlighted text for critical reminders.
2. Light blue highlights that separate categories of orders.

3. Bright yellow highlights for clinical decision support information.

FANI-LEARN, HOMA
FANI-LEARN, HOMA Code Status: ion:LGH 3W; 323; 01A

Allergies: Peanuts, iodine, penicillin Gender:Female \ Dosing WA

. . S Reconciliation Status
o Add Document Medication by Hx | Reconciliation~ | g% Check Interactions.
¥ y R | l + Meds History @ Admission @ Discharge

Orders | Medication List | DocumentIn Plan|
M ai% © + AddtoPhaser /) CheckAlets @dComments Stat Mow  [..] Duration; None [.]
View
- Medical L[ &% | component [status [Dose.. | |Details [ -
L e Iy | |MED General Medicine Admission (Prototype) (Flanned Fending)
ST 4 Admit/Trensfer/Dischorge ‘ E
T i /8 Verify that an ‘Admit to' Order has been entered
4 Patient C
| Admit/Transfer/Discharge o mf% Consider Allergy form
2
o <% Consider Medication Reconciliation
{El Patient Care C [} Code Status | Attempt CPR, Full Code
Ll Activity [ B weight | On admission, standing weight if possible
I | Diet/Nutrition ¥ O B vialSians ~lah
r [B Neurovital Signs > |agh
o2 e [F Pulse Oximetry | gBh, with vital signs
[ |Blood Products [l ss [ Oximetry - Continuous TN
boratory |l [ Cardiac Monitoring | T:N, Monitor at all times
iagnostic Tests B i [ Cordiac Telemetry |t
[ Procedures - [A Monitor Intzke and Outout ¥ | adaily
Respiratory r [A POC Glucose Whole Blood ¥ |once, on admission
] Allied Health r [ Patient Isolation | Contact
=GOWN AND GLOVES REQUIRED **Private room or reom with paticnt...
"] Consults/Referrals
] Communication Orders Bos DD - S -
lSupplies r Insert Peripheral IV Catheter Unless already in place
b i <% Urinary Catheter: Document indication. Refer to organization’s CAUTI quidelines
[Ei| Non Categorized -
E— r [ Insert Urinary Catheter Indwelling, Daily assessment for need of catheter
e = Daily assessment for need of catheter
Medication History Snapshot [l [ In and Out Catheterization PRI, if patient is unable to void x 3, perform in/out catheterization and ..
Reconciliation History — = [A Monitor Urine Output Notify provider if urine output is less than 30 mL/h for 2 consecutive ho...
- [ ! Catheter C A £ " £ fectinn (includinn f
< i 3
Disgnoses & Problems = Details
Related Resufts
Variance Viewer Orders For Cosignature [3 nitate | [ Sign | [ Cancal |
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Hover over the icons along the top toolbar:

4§ Merge View — Displays the plan components with those already ordered
for the patient and active on the patient profile.

Filter View — Shows only checked orders, allowing users to see only the

Eo
orders you have selected.

B8 Initiate Plan or Phase — Initiates the selected plan or phase. Orders do
not become active or route to ancillary departments until you initiate.

@ View Excluded — Displays components of the predefined plan that were
not included in the initiated plan.

(N Discontinue — Opens the Discontinue dialog box so that you can
discontinue the plan or phase (individual components can be kept).

i Plan Comment — Adds a note to a PowerPlan phase. Plan comments

allow you to communicate decisions made regarding the phase to other
clinicians who can view or take action on the phase. You can add a
comment to a phase in any status.

A Check Alerts Check Alerts — Allows you to check for Quality Measure Alerts.
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Modifying the PowerPlan

1 Click the corresponding box to select or deselect individual orders from the PowerPlan. Some
orders are already pre-selected for efficiency but you can click the box to deselect, if necessary.

Reconciliation Status

Add | &0
+ ! + Meds History + Admission ) Discharge

= | @% Check Interactions
Orders | Medication List | Document In Plan

M 4§ O 4 AddtoPhase~ /) Check Alets Bl Comments Star: Now [
[ J®[® [ [compenent Status Dose Details -
|PED General Admission (Validated) (Planned Pending)

Duration: None [

I View
= Medical
PED General Admissicn (Vahdated) (Planned Penc

PED SURG Appendectomy - Post Operative (Pr LS S ; : h .
ED Trauma (Validated] (Completed) J. % Vesify that an 'Admit to' Order has been entered prior to completing the powesplan
PED SURG Appendectomy - Fre Operative Dey ot i 5 13 (39 Coce St Ettempt CPR, Full Code
Suggested Plans 0) 4 Plient Care
orsers = Weight ¥ | ence, on admission
1| Admit/Transfer/Discharge G | [ Height/Length ence, obtain on admission
LSt I [ Vital Signs ¥ | cdh, heart rate, respiratory rate, temperature
[ Patient Care ~ P
T Activity o] Neurovital Signs |cth
Diet/Nutriticn =2 & Pulse Dximetry | o, with vital signs
7] Continuous Infusions [ o Chametry - Contnuous TN
. : = Cardiorespiratory Monitoring TN
Blood Products (=3 Manitor Intake and Output w|dln
[ ILabarstory C POC Glucose Whole Blood ¥ | ence, an admission
|| Diagnestic Tests (e Patient Isolation | Select an order sentence
[ IProcedures 4 ity
P - |F s [F Activity o3 Tolersted a3 aqe appropriste =
‘ . v
I Diagnoses & Problems |A I
Variance Viewer dr [ Save a5 My Favorte | [GE Iniie | [ Concel

2 Click toolbar icons to flex the display of the PowerPlan to facilitate easier review. For example:

l4 Collapses or expands the list of order categories on the left side of the screen. Collapsing
the list creates more room for the PowerPlan Navigator

&

CIS will warn about an attempted duplicate.

= Displays pre-selected defaulted orders only

4

-: Iél Mdﬂ | - 1
i I PED General Admission (Validated) (Planned Pending)

 PED SURG Appendectomy - Post Operative (Pri
L.ED Trauma (VMalidated) (Coamnleted) |

< |4 Addto Phase~ /)

» v Component
ED General Admission (Validated]
4 Admit/Transfer/Discharge
@ Verify that an 'A

Merges your planned orders with existing orders to avoid duplicating an order. However, the
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Code Status is pre-selected as Full Code but the order sentence can be updated by double clicking the

4§ %g @ + AddtoPhaser /B Check Alerts JdComments  Start: | Now B Duration: | Mone E|
®%| bl | |C0mpnnent |Statu5 |D05e... | |Detai|5 | ~
4 Status I:
I ¥ Code Status hd Attempt CPR, Full Code, Perioperative ...
4 Patient Care
¥ @ Weight ll once, on admission
- @ Height/Length once, obtain on admission
v @ Vital Signs ll gdh, heart rate, respiratory rate, temperat...
F @ Blood Pressure ll gdh hd
¥ Details for Code Status
Det “s]&:_, Order Commen | Attempt CPR, Full Code
1-Me CPR, Supportive Care, Mo Intubation
+ ’E Ii Bz 2-Mo CPR, Therapeutic Care,No Intubation
|
3-Mo CPR, Acute Transfer, Mo Intubation
Requested Start Date/Time 4-Mao CPR, Critical Care, Mo Intubation poT -~
3-Mo CPR, Critical Care, May Intubate I:‘
*Resuscitation Status] | [ LI v v

Orders For Cozignature

Orders For Murse Review Save as My Favarite

Sign

[3g Initiate | |

Note: The €3 icon next to the order indicates missing details. This is a standard icon across the CIS.

Clicking the B icon displays the screen with clinical decision support information.

4 Admit/Transfer/Discharge
@ Verify that an 'Admit to' Order has been entered
4 Patient Care
@ Consider Allergy Form
% Consider Medication Recenciliation
F [x ) & Codestatie
[ weight

K4 Select an order sentence
Attempt CPR, Full Cede

@ Meurovital Signs
== @ Pulse Oximetry
@ Oximetry - Continuous
@ Cardiac Menitoring
@ Cardiac Telemetry
@ Meoniter Intake and Qutput
[ POC Glucose Whole Blood
@ Patient Isolation
Lines/ Tubes/Drains
@ Insert Peripheral IV Catheter
@ Urinary Catheter: Document indication. Refer to organization's CAUTI quidelines
@ Insert Urinary Catheter
@ In and Out Catheterization

B2

OXe 000 O OOOOO0aRaxsE

@ Monitor Urine Cutput Motify provider if urine eutput is less than 20 mL/h for J
@ Rernowve Urinary Catheter ;IT;N, if started in ED and no longer needed
Activity
@ Activity as Tolerated T;:N
@ Up to Chair TID, with meals

—1 N0 PR - i3y INtUDate, Lrcal Lare

hd Mo CPR, Mo Intubation - Critical Care

s Mo CPR, Mo Intubation - Acute Transfer
;I Mo CPR, Mo Intubation - Therapeutic Care
w | Mo CPR, NoIntubation - Supportive Care
W | qdaily

¥ | once, on admission

| Contact

Unless already in place

Indwelling, Daily assessment for need of catheter
PRM, if patient is unable to void x 3, perform in / out ca
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4 Continue adding the following orders to the PowerPlan. Remember to click the 4 button to
expand or collapse the order details view.

¢ Monitor Intake and Output

e General Diet Pediatrics (4-8 years regular, clinically indicated)
(Note: Only one type of Diet Order can be entered at a time for your patient.
Both orders are marked by the link &a icon. In this example it prevents two
contradicting orders to be placed at the same time. In other situations, orders might
be linked so that they can automatically be placed together.)

e Basic Metabolic Panel

e |IP Consult to Physiotherapy (fill in “Reason for Consult”)

Note: You can select details provided by the order sentence or change details manually in the
Details view.

5 You want to add some orders that are not part of the PowerPlan. Click + Add to Phase button.

4= Add Docurnent Medication by Hx | Reconciliation = | §% Check Interactions

Orders | Medication List I Document In Plan|

L] :i = == Add to Phase~ AC Eck Alerts 1 Comments  Start:  MNow E]
| Add Order... Status
Add Outcome / Intgrvention...

Add Prescription...

o i

@ IP Consult to Diabetic Educator

g  The Search window displays. Search the order catalogue for Vitamin D3 400 IU PO daily then
click Done.

CSTLEARNPEDS, ALEX - Add Order =N SRS

CSTLEARNPEDS. ALEX DOB:30-Oct-2.. MRN:700007€... Code Status: Process:Falls Risk Location:LGH 3W; 331; 01M

Age7 years Enc:70000000. Disease: Enc Typelnpatient
Allergies: penicillin, Tape Gender:Male  PHN:9876 ing Wt:25 kg Isolation: Attending:Plisvca, Rocco, MD

Search | vitamin d| Advanced Options  w  Type; 9 Irpatient  +

Vitamin D 25-Hydrory
I
+H [vltamm 02 M

3P0 vitamin D3

(CFre{ vitamin D3 (400 unit, PO, qdaily, drug form: oral lig)
(CJMe|vitamin D3 (400
[Lab] vitamin D:

nit, PO, gdaily, drug form: oral lig)
nit, PO, gdaily, drug form: tab)

(CJtm vi unit, PO, gdaily, drug form: oral lig)

[ unit, PO, qdaily, drug form: tab)

gi“ vitamin D3 (1000 unit, PO, qdsily, drug form: tab)
ut

it V.\tamm D3 Self Pl% Outpat.\ent )

Dischd vitamin BL2 (mcg, IM, qdaily, drug form: inj)

Dischd vitamin B12 (mcg, subcutaneous, qdaily, drug form: inj)
Bed T vitamin E (unit, PO, qdaily, drug form: cap)

vitamin E (unit, PO, qdaily, drug form: oral lig)

vitamin B12 (mcg, M, q30day interval, drug form: inj)
“Enter” to Search

CSTLEARNPEDS, ALEX - 700007827
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7 You will see these orders in the Plan Navigator added under the appropriate order categories, in
this case, Medications.

Selecting Additional Module

1 Scroll down to locate the PED Peripheral IV and IV Fluids (Module) and click the box beside it.

Orders | Medication List | Document In Plan |

M @ig © 4 AddtoPhaser A\ CheckAlets EdComments Stat: Now  [..] Duration: Mone [.]

& ¥ Component Status Dose... Details
W ea [ Activity s Tolerated As age appropriate
C [ Maintain Head of Bed |30 degrees or greater
C 88 [ Bedrest Turn patient g2h
r &3 [ Bedrest with Bathroom Privileges TN
A Diet/Nutrition
C B [J Total Fluid Intake Ped/Neo
r s [ neo TN
r [ Breastfeed, Exclusive Ad lib
[ [3 Breastfeed with Supplementation TN
C [5F Expressed Breast Milk (EBM) T:N
[l [ Pasteurized Donor Milk (PDM)
- [ Infant Formula T:N
[ 25 [ ClearFluid Diet TN
[ == [ General Diet Pediatrics | Select an order sentence
C [ Advance Diet a5 Tolerated Provider must order starting diet. RN or RD to place subsequent diet orders
r Bl PED Enteral Tube Feeding (Module) (Validated)
4 Continuous Infusions
¥ il ® PED Peripheral IV and IV Fluids (Medule) (Validated)  Planned Pen... 0 components sclected
4 Medications
- & 55 HED Analgesics / Antiemetics / Antipruritics (Module]... @

Antimicrobials
r [ SEPSIS ADVISOR T:N

2 The list of module orders displays. Select the following:

e Lines/Tubes/Drains: Insert Peripheral IV Catheter, unless already in place
e Lines/Tubes/Drains: Saline Lock Peripheral IV, when drinking well
¢ Maintenance Fluids: Sodium Chloride 0.9% continuous infusion

Add Document Medication by Hx | Reconciliation = | g% Check Interactions Reconciliation Status
* ' “ +" Meds History @ Admission & Dischargg]

Orders | Medication List | Document In Plan |

M 4§ © + AddtoPhaser /i Check Alerts EdComments  Start: Now  [..] Duration: None [

View
£.PED Peripheral IV and IV Fluids (Modul - | || ¥ | _|Compenent Status Dose.. | |Defails a
 PED Newborn Admission (Pratotype)  |PED Peripheral IV and IV Fiuids (Module} (Validated) (Planned Pending)
Suggested Plans (0) | 4 Patient Carar £
e C Lmesgu%mg:”:; id Intake Ped/N TN
: . B = [#] Total Fluid Intake Ped/MNeo H 1
{E Admit/Transfer/Discharge 1 Fj E Insert Peripheral IV Catheter Unless already in place
D Stat-us BTl 2 Insert Peripheral IV Catheter 2nd IV insertion site, unless already in place
@Pal.ue.nl Care ] Saline Lock Peripheral IV When drinking well
I Activity 4 Continuous Infusions
{Hl| Diet/Nutrition Bolus Fluids
{"| Continuous Infusions [ ‘% @ sodium chloride 0.9% (sodium chleoride 0.9% (MS) bol... ﬂZO mL/kg, IV, once, administer over 60 minute, ...
E-@Medicaﬁons il Maintenance Fluids
< iw%‘ v r R _dextrose 5%-sodium chloride 0.9% (dextrose 5%-sodi rl/h. IV, drua form: baa h
Related Results r |
Formulary Details

Variance Viewer Oiders For Cosignature Orders For Hurse Review Save as My Favorte W Initiate
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3 Once you have made your selections for this module, do not sign yet. You need to return to the
main PowerPlan by selecting Return to PED General Medicine Admission to sign off the
entire PowerPlan.

Orders | Medication List I Document In Planl

M “i=| 4 Return te MED General Medicine Admission (Prototype)

&% | Offset | ¥ Component Status Dose ... Details
MED General Medicine Admission (Prototype), RESP Exacerbation of COPD (Module) (Prototype) (Planned Pending
4 Admit/Transfer/Discharge
[ % @“ Communication Orders Initiate {
4 Medications

4 Now, all your orders are selected and you are ready to sign off. Remember to use ® to see

what has been selected so far and %% to merge your plan with other current orders. This will
help to identify any duplication.

For this patient, Initiate the plan.

3] % 4+ Addtsbhucer [} Check oty GlCommenns St Mow [
e , snucrivioll |
[PED Gencral Admission (Vabdated) [Flmncd Pesding]
| d Admd/TeariferTncharge
B Verdy that an At to” Order i o
A Stor
F B [ cedestma Adterngt CPF, Full Code
| & Ftiens Care
" | once, on admission
= e, sbian on dmenee
F | o, heart sute, resperatory e, temparatone
C ¥lan
C g
F = ot it vl s
r = TH
[ TN
= Monitor Intake and Dutput x|
| PO Ghusese Whele Blsod ¥ | ence, on sdmessen
[ Patient boiabon | Sebect am oeder sentence
A Aatecty
F = Actarty in Tobsated 2 0qe sppropnae
[ Maintin Husd of Red | 20 oo o greates
r & Bedeest T puient a2h
r « Besest with Bathecem Privibeass TN
| 4 BietMtrision
Cr @ ke Pea T
C = i |t Ecestiens
C r Fred ad b
-
=
r
C  Fermul Fead Ad Lk
S Hrfeeda A |

Note: Click Initiate first to ensure that all selected orders are immediately active. If you do not
initiate the PowerPlan and click Sign only, the orders are not active. The PowerPlan will instead
remain in planned state until it is activated later by a provider or a nurse assigned to this patient.
For example, you could place the PED General Admission PowerPlan in a planned state while
the patient is still in ED. The receiving nurse can then initiate the PowerPlan order upon patient’s
arrival on the Pediatric Medicine unit, and the orders will then become active.
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5 Once Initiate is selected, the Plan Navigator displays only your selected orders.
Click Sign to complete the process. Your orders will become active and all related tasks for your
patient’s care will be created for the appropriate clinician. If you have missed any details, you will

be asked to complete the missing details prior to finalizing. Set the normal saline infusion to 30
mi/hr then Sign.

4 Continuous Infusions
B X' sodium chloride 0.9%... Order

3

15-Dec-2017 14:02... mL/h, IV, drug form: bag, start: 15-Dec-2017 14:02 PST, bag velume (

¥ Details for SOdium chloride 0.9% (NS) continuous infusion 1000 mL
Details 1] [i-€3 Continuous Details ]CfE; Offset Details |

Base Solution Bag Volume Rate Infuse Over
=l sodium chloride 0.9% (NS) continuous infusion 1000 mL ﬂ| mL/h hour
Additive Additive Dose Mormalized Rate Delivers Occurrence
Total Bag Volume 1000 mL
[&]® B[ |oderName Status|Start Detils
4 LGH 3W; 331; 01M Enc:7000000015583 Admit: 27-Nov-2017 14:36 PST
4 Status
B B CodeStatus Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, Attempt CPR, Full Code, Perioperative status: Attempt CPR, Full Code, During chemotherapy: Attempt CPR, Full Code
4 Patient Care
=] Weight Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, once, Stop: 07-Dec-2017 10:27 PST, on admission
A E  vital Signs Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, qdh, heart rate, respiratory rate, temperature
A E  Pulse Oximetry Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, qdh, with vital signs
& =] Monitor Intake and O... Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, gl2h
4 Activity
Activity as Tolerated  Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, 2 aqe appropriate
4 Communication Orders
[ Notify Treating Provi.. Order 07-Dec-2017 10:27... 07-Dec-2017 10:27 PST, If beginning oxyqen therapy or if oxygen saturations below 92%
A& Details ‘
11 Missing Fequired Detalls | | Orders For Cosignature | [ Orders For Nurse Review I Sign I Cancel

Note: If you click Cancel at this point, no orders will be placed and actioned.
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% Navigate back to the Admission tab and click the Order Profile component. The order profile
allows you to review all currently active orders for the patient. This view lists individual orders.

The ** icon indicates that the order is part of the PowerPlan.

Admission £2 | Rounding 22 | Neonate Workflow 22| Quick Orders &2 | PEDS Emergency 23 | Transfer/Discharge 22| Outpatient Chart 2| 4 ‘-:I —
o
Advance Care Planning and N -
e me o I Order Profile (12) I Selected visi|
Ie—
Chief Complaint [ Pending Orders (12) | Group by: | Clinical Category | show: |All Active Orders
Histories Type  Order Start Status Status Updated Ordering Provider
Allergies (2) AStatus (1)
Visits (2) (] . & Code Status 07-Dec-2017 10:27 PST, kte"n:t CPR, Full  07/12/17 10:27 Ordered 07/12/17 10:28 TestPET, Pediatrician-
D " Code, Perioperati ttempt CPR, Full Code, Physician, MD
OCUMENTS .. During chemotherapy: Attempt CPR, Full Code
Links .. 4Patient Care ()
Vital Signs ... = 0o < & Admission History Pediatric 27-Nov-2017 14:40 PST, 27/11/17 14:40 Ordered 27/11/17 14:40 SYSTEM, SYSTEM
=i Stop: 27-Nov-2017 14:40 PST Cerner
abs ...
O = 6 Basic Admission Information Pediatric 27-Nov-2017 27/11/17 14:40 Ordered 27/11/17 14:40 SYSTEM, SYSTEM

Micro Cultures ... 14:40 PST, Stop: 27-Nov-2017 14:40 PST Cerner
Pathology ... 0o < & Braden Q Assessment 27-Mov-2017 14:40 PST, Stop: 27/11/17 14:40 Ordered 27/11/17 14:40 SYSTEM, SYSTEM
Imaging 27-Nov-2017 14:40 PST Cerner

: 0o < ﬁ Humpty Dumpty Fall Risk Assessment 27-Nov-2017 27/11/17 14:40 Ordered 27/11/17 14:40 SYSTEM, SYSTEM
Home Medications ... 14:40 PST, Stop: 27-Nov-2017 14:40 PST Cerner
Current Medications ... o <« B Infectious Disease Screening 27-Nov-2017 14:40 PST 27/11/17 14:40 Ordered 27/11/17 14:40 SYSTEM, SYSTEM

. Cerner

1 Tl 2 )] ) a . - Iy — T P P ——

Note: PowerPlans that are in a planned status — signed but not initiated — are not listed under
Orders Profile. Click on the Order Profile heading to review orders including those in planned
stage.

Key Learning Points

PowerPlans are similar to pre-printed orders.

You can select and add new orders not listed in the PowerPlan by using Add to Phase
functionality.

You can select from available order sentences using drop-down lists or modify details manually
where needed.

Initiate and Sign (2 step process) means that PowerPlan orders are immediately active and as
such, can be actioned right away by the appropriate individuals.

Sign will place orders into a planned state for future activation.
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2 Activity 1.5 — Document Your Subjective/Objective Findings and
Add Admission Diagnosis

Now that you have entered your admission orders, you are ready to continue updating the chart. The
next components are:

1. History of Present lliness
2. Physical Exam
3. Assessment and Plan

The above components are free text components where you can type or dictate. Front end speech
recognition (FESR) software captures your dictation directly into the Clinical Information System
(CIS).

They serve as a temporary note pad where you may enter your notes without leaving the Admission
tab. Information entered here is saved until you are ready to create a formal Admission note. With one
click, this information will be transferred into the note. Until then, any information captured will only be
visible to you.

The other type of data entry requires selecting information from lists or catalogues pre-defined in the
CIS. This entry type improves data quality and can be used to generate reports.

1 Click the blank space under History of Present Iliness to activate the free text box and type
some text.
For example:
“An 8 year old male was brought to the emergency room with shortness of breath, fever and
productive cough after being unwell for several days.”

ARABRILS M 084

History of Present Dliness snctod ez | B
@ 81y A EeEE e

AT yoar cid mals was brought 1o e smergancy room sfer beng struck by a car while dding his bite. He sefferad blood loss from a laegs laceraion 52 his MRt upper Thigh. Afer spending fwa diys in the ED. ba has besn somized to tha ward whers you will be taking
‘owar his. care. You nobe he Bas & prodoctive ceugh

Sav

Physical Exam ey . |

@87 Y A-EETIEY

2 Continue adding your notes in the Physical Exam component.
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3 Select the next component, Active Issues capturing the patient’s chronic problems and
presenting issues for this visit. It pulls relevant information from patient histories e.g. problems
and diagnoses. You will learn how to manage patient problems later.

Add pneumonia as an admitting diagnosis for the patient. Search for pneumonia and select it
from the list. (The system uses medical coding languages such as ICD-10-CA and Intelligent

Medical Objects (IMO) to capture problems and diagnoses.)
Add new as: This Visit ~ pne

=
Laceration of thigh, left Medica| Lupus Pneumonia (M32.13)

Active Issues

Name

Medica| Pneumonitis (486, 118.9)
Acute pneumonitis (118.9)
LLL pneumonia (486, J18.9)
Pneumoconiosis (505, J64)
RLL iz (486, 118.9)
RML pneumoniz (486, 118.9)
Cavitary pneumonia (118.9)

Pain and swelling of left lower extremity

Assessment and Plan

Font ~ || Size - B B I

(=
i
1]
1]
lith
]

®f

4 Ensure that pneumonia is listed as This Visit (presenting) issue.

Active Issues Casscation: Medical and Paticnt Stated = | 41 Vets | o¥
Add new as: Thas Visit ~ | <] |
I 1~ Fneumonia Hadical B This Wist. Cheonit. I
TP ST A T ey L
Pain #nd sweling of Jet lower extremity Medica [ This vist | [ Cheonkc | Rescive

5 Display the Assessment and Plan component — the pneumonia diagnosis is already listed. For
our example, leave this free text box as it is. You will have an opportunity to add this information
directly in a charting document.

Assessment And Plan Selected visit

Bf

Font -~ || Size - B I U A~

1. Pneumonia

Save

Key Learning Points
Your findings and observations can be added directly into appropriate free text components
within the Admission workflow tab.

Text entered in the free text components is not visible to other care team members until you
create and sign your document.

Use the Active Issues to capture both presenting issues (This Visit) and chronic issues
(Chronic).
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3 Activity 1.6 — Complete an Admission Note

As the last step of admitting the patient, you create the admission note.

The Clinical Information System (CIS) uses Dynamic Documentation to pull all existing and relevant
information into a comprehensive document, using a standard template.

Dynamic Documentation can save you time by allowing you to populate your documentation with
items you have reviewed and entered in the Admission workflow tab. This is why it is more efficient to
create the note as the last step of the admission process. You can also add new information directly
in the note by typing or dictating.

Workflows such as Admission, Rounding, and Transfer/Discharge have the Create Note section.
Clicking on these items displays the relevant note types represented by links to make documentation
easier. With one click on the desired note type link, the CIS generates a charting note.

1 Navigate to the Create Note section and click Pediatric Admission Note.

< - | Provider View
ki) =, # | 100% - | & 7
Admission 22 | Rounding %2 | Transfer/Disch... &2 | Quick Orders 32| Neor

History of Present Iliness ... oL Advance Care Plan (0) Most Recent
Physical Exam ...

Active Issues ...

Assessment and Plan ...

New Order Entry ...

Advanced Growth Chart ... Chief Complaint

Create Note 3 day history of fever and cough, shortness of breath
Pediatrics Admission Note

Newborn Admission Note

2 The draft note displays in edit mode.
It is populated with the information captured by you and other clinicians saving you time.
Review different sections of this note in both columns.

Admission H & P | Admission H&P 5 | List |

Tahoma =11 - & B B I U = £ = == uf
Chief Complaint Problem List/Past Medical History
3 day history of fever and cough, shortness of breath No chronic problems

) Historical
TIStO of Present Illness No historical problems

Procedure/Surgical History

Medications
Inpatient
vitamin K, 1 mg, 0.1 mL, IM, once
Home
No active home medications

Physical Exam
Vitals & Measurements

Assessment/Plan R
Allergies
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3 You can remove a section that is not required or is currently blank. For example, place the
cursor over the heading and click &8 on the toolbar to remove the entire section.

Physical Exam:

Vitals & Measurements [ % |

4 You can remove the entire content of a section. For example, place the cursor over the heading
and click the &3 in the text box.

History of Present Iliness
General: Alert and ariented % 3, no acute distress.

Cardiac: Normal S1 &52, no gallops, no murmurs, no rubs, normal VP, no pedal edema.
Respiratory: Good air entry bilaterally, no adventitious sounds.

Abdomen: Mormal bowel sounds, non-distended, soft, non-tender, no hepatosplenomegaly.|

5 You can also edit the existing text. Place the cursor over the heading to activate the text box.

When the box becomes active, select the text to add or delete as needed.

Chief Complaint
3 day history of fever and cough, shortness of breath

History of Present Illness

hx of asthma, has been febrile, productive coughs and shortness of breath x3 days|

(o]

Review the Assessment/Plan section. It is populated with the diagnosis you have entered.
Enter new text to practice.

Admission H &P 3¢ | Admission H &P | List \

| Tahoma IR

o |

Chiet Complaint
3 day history of fever and cough, shortness of breath

History of Present Iliness
hx of asthma, has been febrile, productive coughs and shortness of breath x3 days|
Physical Exam

Vitals & Measurements

Assessment/Plan
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7 To complete your note, click Sign/Submit.

| Sign/Submit || Save

| Save & Close |

| Cancel |

Note: You have also an option to click Save or Save & Close to continue to work on this
document later. Saved documents are not visible to other care team members until Signed.

8 In the Sign/Submit window, typically no changes are required if you use the link to create your

document.

Note Type and Title are already populated but you can edit the Title to potentially make future

searching easier.

You will learn later how to use the Forward option to send copies of the admission note to other

providers.

The Date box auto-populates with the current date. Ensure that it indicates the date of patient’s
admission, not the date the note is created.

Click Sign to complete the process.

[B] Signisumemit Nete

“Type:
Admession Nate Provider

=[5 f]

“Datec
2017-Aug-28 B 1352 POT

Calasan, NOLDW?, Janelle

Test User, Physician - Emergency

FERTTELY

Recipients
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9 Once the note is signed, it cannot be edited. Any change requires creating an addendum. You
will practice adding an addendum later.

After signing the note, you are transferred back to the Admission tab. Remember to click the
Refresh button on the Documents component. The admission note is now listed and is visible to
the entire care team.

[ —

30-0ck-2010 MR 0000707 Cods StatucAnsmpt CPR Full Code Procescralie ek Location:LGH 3W; 331: 0IM
] ] Disease: Enc

Dasing WS kg Balatian: anten

s s [ e 5 [

[ Mynotes aody [T Grown by encounter | Display: Provider Documentation ~

Ture o Serrce Sukient Pk Ty St L Lol Ll Uk By

712117 10:43 Adeissen H& P Admission Note Provider TestPET, Pediatriclan-Physiclae,  07/12/17 1047 TestPT, Pediatrician-Physician,
MO Mo

10  To close this patient chart, you would click the x icon on the Banner Bar.

*For the purpose of this session, please do not close out of this patient’s chart yet.

CSTLEARNPEDS, ALEX
CSTLEARNPEDS, ALEX DOB:30-Oct-2010 MRN:700007827

AgeT years Enc:7000000015583
Allergies: penicillin, Tape Gender:Male PHM:9876493288

“ Key Learning Points

Using Dynamic Documentation to prepare notes standardizes documentation practices.
Use note links listed under the Create Note sections to produce documents efficiently.
Only when a note is signed and submitted will it be visible to the rest of the care team.
Saved notes remain in a draft format and are visible only to you.

Once you sign and submit a note, further edits can be added but will appear as addenda.
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B PATIENT SCENARIO 2 — Managing Your Patient during Rounding

Learning Objectives

At the end of this Scenario, you will be able to:
Update patient information.
Modify current orders.

Review documents and create a progress note.

SCENARIO

Continuing with the same patient, it is now the next day. The patient was admitted yesterday with
fever and productive cough. The patient has remained febrile and lethargic.

You round on your patients and examine this child. The patient is stable but you want to continue
antibiotics.

You will complete the following 6 activities:
Review and update patient history.
Review and update patient allergies.
Review documents, labs, and imaging.
Manage orders — add, modify, and cancel.
Update Active Issues.

Complete a progress note.
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3 Activity 2.1 — Review Histories

Notice that some components have a status line. If a patient has returned to hospital and you review
their chart for the first time, review their histories information and document the reconciliation status as
complete. For a component with Incomplete status, update the information if necessary.

Reconciliation Status: Incomplete | Complete Reconciliation

The patient just told you about having his tonsils removed last year. If a patient had a surgical
procedure in the past that has been documented in the CIS, this record will display automatically under
the Surgical History. Let's document this under Surgical History.

1 Click Patient Overview on the top toolbar and select the appropriate list, in this case pediatrics.

PowerChart Organizer for Test, Pet, MD
Task Edit View Patient Chart Links MNotifications Mavigation Help

<l Patient List 5 Ambulatory Organizer =1 Message Centre ES MyExperience E5 LearningLIVE |_ a
CSTEDDEMO, REBECCA

EZ Patient Overview
FANI-LEARN, HOMA

Patient Overview

) &, # | 100% - 3
Patient Overview B | -+

List: Attending Provider (19)

Care Team Lists Patient Lists

Patient Tlness Saverity Medica...
My Assigned Patients SGH Emergency Department

Attending Provider vv O

Click on the patient’s name to open his chart. Ensure you are in the Admission tab.

Scroll down to the Histories component.
[ — |

)

Medical

Note: There is a separate tab for each history type. The number in brackets indicates how many
entries are in each tab.
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3

4

»

Select Surgical History to add a new entry, click into the search box and type tonsillectomy. A
list of options will appear. Select an appropriate option.

Histories Al visits | &Y
) tonsillectom
Medical History (2) Surgical History (0) Family History (1) Social History ()] M
S/P tonsillectomy (V45.89, 798.89)
I - Classification Hx of tonsillectomy (V45.89, Z98.89)
4 Chronic Problems (2) Post-tonsillectomy pain (784.1, R07.0)
La-teratinn of t.high, left . Med?ca\ ;;sgtlosr;)of tonsillectomy (V45.89,
Pain and swelling of left lower extremity Medical Status post tonsillectomy (V45.89,
}» Resolved Problems (D) 798.89)
Post-tonsillectomy hemorrhage
Reconciliation Status: Incg (998.11, T8E.8XXA)
Primary post tonsillectomy hemorrhage
(J95.830)
. History of tonsillectomy and
Allergles (1) + adenoidectomy (V45.89)
S/P tonsillectomy and adenoidectomy
(v45.89, 798.89)

Enter procedure date information of Age 7 years and click Save.

| Save H Cancel ‘ &

Tonsillectomy, primary or secondary; younger than age
12

Procedure Dat:

AUOn [ |Age 7 || Years

Provider Status Lecation

Comments

Note: To review other history entries, click the appropriate tabs. To update the information, click
the component heading Histories.

You can learn more about the specific history records from the Reference Book.

Key Learning Points

Histories information including surgical procedures can be added when taking a patient’s
history.
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Now you review this patient’s allergies and add an allergy to morphine. This information was provided
by the patient’s mother after admission.

In the Clinical Information System (CIS), patient allergies can be added and updated by providers and
clinicians. In the inpatient setting, a patient’s allergies are to be reviewed by a provider on admission, at
every transition of care. Allergy information is carried forward from one patient visit to the next.

The CIS keeps track of the allergy status and will automatically prompt you when the information is not
up-to-date. It will also track allergy-to-drug interactions. When placing an order with allergy
contradiction, an alert will display.

2% Decision Support: LEARNTEST, PHYS - 700006586
The new order has created the following alerts:

amoxicillin &

Please complete the (1) required override reasons to continue placing this order.

Severity

-

l

& Allergy [1)

Substance

penicillin

Reaction Type

n

Size Columns to Window

@ Apply to all interactions
Apply only to required interactions

LEARNTEST. PHYS - 700006586

Override Reason:

Remove New Order

You can either remove the order and select another medication, or continue with the order by overriding
the alert and documenting the reason:

@ Apply to all interactions
Apply only to required interactions

LEARNTEST, PHYS - 700006586

Override Reason:

| )
Provider/Clinician aware and monitor
Patient already tolerating

Prescriber Clinical Judgment
Previously received this drug family

Adrministration altered to minimize hi
Non-immunelogic reaction or toxicit;
Pharmacokinetic monitering in place
Therapeutically indicated
< Type other reason here>
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1 Click the Allergy link to add the morphine allergy to your patient’s record

BRI ARIAA |0 (OO

! TRANSFORMATIONAL

LEARNING

admitsman | Reunding Trarsfraiischargn A e ik Chad +
racnrss [ eges ) +
Chief Comgilant
“ubatance Saactions Catagany ata Sarvarity X Ranction Typs ircn
Pranuls Food Arthvr S Alergy Patient
perwailln Drug Aitive Moderate Mlergy Family
: + Add .
Click the icon on the toolbar.
Custom Information: LEARNTEST, PHYS =3l
Task Allergy
[ Mark All as Reviewed |
ok Add ] Modify | Mo Known Allergies o Mo Known Medication Allergies | S¥ Reverse Allergy Check Display Al -
D/A  Substance Category Reactions Severity Type Comments Est. Onset Reaction Status  Updated
Peanuts Food Severe Allergy Active 2017-5¢
v penicillin Drug Mild Allergy Active 2017-5¢

3 Search for morphine in the Substance box. Remember to use

then select one of the options from the list.

Click OK to return to the Add Allergy/Adverse Effect window.

to execute the search, and

marph Fiee lext

m Add Free Test

Type Allergy w  Anadverse reaction to a diug or substance which iz due

*Severity

<not entered: -

Al <not entereds

Yeas v

Fecorded on behalf of

Ll Up o Home ~ [ Folders  Folder Favorites

Info source

<ot entereds
Orset:  <notg
*Category

Drug

7| Substance Search

B

*Search: morph Starts with  »  Within: Terminclogy -
[ Search by Name ] [ Search by Code ]
Terminology: Allergy, Multum All: Terminolegy Axist | <All terminology ax E]

Categories
Term =~ Terminalogy

<Mo matching categories found:

[ System Tracked

morphine extended releas

edended =

Generic Name

oeo
Generic Name

Muttum Drug

Morphine Extra Forte d00308 Multum Drug ~ Generic Name

Marphine Forte d00308 Multum Drug ~ Generic Name

Morphine HP d00308 Muttum Drug | Generic Name L
Marphine IR d00308 Multum Drug ~ Generic Name 5
marphine liposomal d05295 Multum Drug ~ Generic Name

Morphine LP Epidural d00308 Multum Drug ~ Generic Name

Marphine SR d00308 Multum Drug ~ Generic Name

Morphine Sulfate d00308 Muttum Drug | Generic Name

Marphine Sulfate SDZ d00308 Multum Drug ~ Generic Name

Marphine Sulfate SR d00308 Multum Drug ~ Generic Name i
morphine-naktrexone di7472 Muttum Drug | Generic Name

Mamia annana Mbiem D

»

Add to Favorites

B S
| o )=
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4 Add appropriate options in the other two mandatory fields:

Mandatory Non mandatory

Select Severe for the Severity

Select Drug for the Category

Click OK to save the information.

g
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LEARNING

Search for Rash in the Reaction(s) box (recommended)

Tupe Allergy ¥ An adverse reaction to a dug or substance which is due to an immunological response.
*Substance
morphine Free text
Reaction(s): *Severity @ Info sounce
Comments
éum Text Severs - <hat entered> -
& Rash Ak <not entered: Onget:  <not entered:
[rp—— = |Z|
Recorded on behalf of *Category @ Status
Dimig - Active

Reason:

Ok OK & Add New Cancel

Add Comment

5 Patient’s allergy record is updated. The green checkmark next to morphine indicates drug

allergies.

Mark All as Reviewed

o Add j Maodify Mo Known Allergies # Mo Known Medication Allergies ¥ Reverse Allergy Check Display Al -
T o Py PR = o - Bk Caeat Bassianctatus  Updated By
v morBhine Drug Allergy Active 30-5ep-2017 TestPET, Gene
Peanuts Food Severe Allergy Active 30-5ep-2017 TestPET, Gene
~/  penicillin Drug Moderate  Allergy Active 30-5ep-2017 TestPET, Gene

6 Click Mark All as Reviewed to complete the review.

Note: In order for the pharmacy to dispense, they must see that the allergy record has been
reviewed by a provider. When there is no information available, you can use other the toolbar

options:

¢ No Known Allergies
¢ No Known Medication Allergies

| Mark All as Reviewed |

gk Add _|/ Modify Mo Known Allergies

» Mo Known Medication Allergies
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NOTE: If a substance that the patient is allergic to can’t be found in the substance
search, a free-text allergy must be entered. Only pharmacists can enter free-text
allergies. To request that a pharmacist document this free-text allergy, please submit
a consult to pharmacy be ordering “IP Consult to Pharmacy — Determine Allergy
History” in the details section indicate the substance that must be entered as free-text.

Key Learning Points

Patient allergies and interactions are monitored by the CIS.

Allergy record needs to be reviewed for each encounter on admission, at discharge, with a
change in level of care.

Review of allergies is complete when Mark All as Reviewed is selected.
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3 Activity 2.3 — Review Documents, Labs, and Imaging

Continue reviewing the patient’s chart by following the Rounding tab list of components. When using
the Clinical Information System (CIS), you might be faced with large amount of information.

For many components, you can filter documents in many ways. For example, in the Documents
component, you can:

1. Display notes from the Last 24 hours or My notes only

2. Use Group by encounter to see notes for the current encounter only
3. Limit documents to Last 50 notes
4

Access notes for All Visits

Pt L ol Al Visits | Last 24 hours | More ~| | &¥

[] My notes only [] Group by encounter Display: Provider Documentation =

You can display notes by a specialty, for example check only Surgical Documentation or to display
ED Documentation only.

Documents (1) + Al Visits | Last 24 hours | More ~| | &
[[] My notes only  [[] Group by encounter Display:|Provider Documentation ~

Time of Sarvica Subject Nots Type Author Last Updal

08/12/17 09:40 Admission H & P Admission Note Provider TestPET, GeneralMedicine-  08/12/17]_¥] ED Documentation
Physician, MD [] Nursing & Allied Health Documentation

[C] Surgical Documentation
[T Referred Out Test Results

Reset Al [Apply| [Cancel]

Links

You can select a custom time range by expanding options under More.

Last 50 Notes LUK 00 Last 24 hours || More ~ o

] Last 5 days ]
_| Group by encounter Display: Last 1 weeks ntation

Last 3 months

Last 6 months
TestPET, GeneralMedicine-Physicia | act 1 years

Last Updated By

Remember that if you select a specific filter, the selection narrows and you might not display all relevant
information. Ensure that the filter type corresponds with your current needs.
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1 Click Documents to display a list of documents.

Select the document line to display the content of the document without leaving the screen.
Clicking tab closes the split screen.

Click the tab to remove the split screen.

Documents (13) 4 [EETTN i vists | Lot 28 hours | more | | 2|
[ My notes only  [[] Group by encounter Display: Provider Documentation v
Time of Service Subject. -

24/08/17 11:42 Discharge Summary

08/08/17 15:14 Admission H & P imission H & P Admission Note Provider (In Progress)
E, pet, MD Last Updated: 08/08/17 15:17
Completed

20/nal7 15:a Arviceinn

S | Rl
>
T
o
— =

2 For labs and other diagnostics — use filters to display results that are relevant to you. You can
click on individual results to get more information such as critical highs/lows.

Note: Clicking the refresh & icon on this individual component will update the information just
for this component.

Admission &2 | Rounding &2 | Transfer/Discharge
Informal Team B
Communication LEIbS
Histories Lakest
Documents (0) 4 Laboratory
Iils WEBC Count f 10.3
& mos
Labs &
REC Count + 4.12
Micro Cultures (0) & mas
Pathology (00 1 Hemoglobin + 120
- afL & mos
Imaging (0) !

Remember to hover to discover more information about the lab result.
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3 Click the Labs component header to go to Results Review to display comprehensive
summaries of patient’s results grouped into separate tabs.

< ~ |# Results Review O Full screen &> 0 minutes §

Recent Results | Advance Care Planning | Lab - Recent [ Lab - Extended [ Pathology | Microbiology | Transfusion | Diagnostics | vitals - Recent | Vitals - Extended

X, Forward 3 Copy |3, Preview | Related Results

Orders

Display Order Start Date Between

All Orders w | 112017 = 11-Nov-2017 = E| Customize View i Previous Order | % Next Order

Existing Orders

No Microbiclogy Orders Found

n

What is this view called?

Use the navigation buttons - to return to the Provider View.

“. Key Learning Points

Using filters will display only pertinent information.

Remember to check what filter is currently selected to ensure that it fits your current needs.
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3 Activity 2.4 — Manage Orders — Add, Modify, and Cancel

You have learned how to review and update information for your patient. One of the most important
tasks is to manage orders and medications. This includes assessing, adjusting, and checking for
duplicates and outdated orders.

Your next step is to review the patient’s current medications and orders and make necessary
modifications. In this activity, you will:

e Add orders for electrolyte panel and chest x-ray
o Modify medication order for Vancomycin
e Cancel order for Acetaminophen

e Update problems for the patient and add probable Pneumonia.

When using Clinical Information System (CIS), there are recommended practices for managing
medications. When replacing a medication order with another or altering medication dosages you
should discontinue the current order and place a new one. The only exception is adjusting the rate of a
continuous infusion order. In this case you can modify the order.

The CIS provides few tools to manage orders:

2| 7 Deturvent WelkcatenBy Fa | Recshuksten= | JoCherk Hmidon

al— ' “=  Order Profile — this view displays directly in the
; workflow tab. It lists all current orders.

&7

(Orders | iication | Dacumentn ] Orders — this view displays when you click
: View 4 | ity Al ctve Ot 4 Inative Ot A Oders 41 St Order Prof”e headlng It IS the most
jSuggested Plans ©0) i S [Dose... [73] ~|Order Name/Detsils atus : : H
= 7 e el e comprehensive list of orders that includes
f MERERER R & Il Code status Discontinued
; [dstatus . P N H H H
| ETpaent e g L BT OSEST et COR Fillite discontinued orders, PowerPlans in planned
'@Af“"“i » 20-Nov-2017 15:21 PST. Attempt CPR, Full Code,
=S P . status, future orders, as well as cancelled
%mﬁiﬁﬁm i - %im%,:lzbﬂmmpﬁ Sop DNo-2ITI005 orders.
 [HLaboratory 20-Nov-2017 1006 PST, Stop: 20-Nov-2017 10:06
\ [0 Diagnostic Tests » & I puise Oximetn Discontinued
! DProcedures 20-Nov-2017 10:06 PST, qBh, with vital signs
| . [ERespiratory » I Insert Peripheral IV Catheter (Insert IV Future
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Now you want to change the route for vancomycin and cancel acetaminophen. First, stop the
medications you want to modify.

In the Rounding tab, select Order Profile component and locate vancomycin on the list. Select
the check boxes next to these medications and click Cancel/DC. Complete the same steps for
acetaminophen.

Admission

Informal Team

22 Rounding

2% | Neonate Workflow 23| Quick Orders &% | PEDS Emergency... 23| Transfer/Discharge 23 | Outpatient Chart | -+

B -

il 2l
m— Order Profile (13) Selected visit | |
Documents (1) [0 pending Orders (13) | Group by: [ Clinical Category | Show: | All Active Orders
Links. = o= p—— -
e . - S e ncel Clear
b 27-Nov-2017 14:40 PST G
Micro Cultures (0) o < & Humpty Dumpty Fall Risk Assessment 27-Nov-2017 27/11/17 14:40 vancomycin
pathology ... 14:40 PST, Stop: 27-Nov-2017 14:40 PST 375 ma, IV, a6h
O < ﬁ Infectious Disease Screening 27-Nov-2017 14:40 PST 27/11/17 14:40
Imaging ...
O M @ Monitor Intake and Output 07-Dec-2017 10:27 PST, 07/12/17 10:27 Dose Route Frequency
Allergies ... i q1zh 375 mg v geh
Vital Signs ... - O & @ Pulse Oximetry 07-Dec-2017 10:37 PST, gh, with vital  07/12/17 10:27 |
signs
Intake and Output ... 5 i i Type Status Last Updated
O 54 ﬁ Vital Signs 07-Dec-2017 10:27 PST, g4h, heart rate, 07/12/17 10:27 Inpatient Ordered 07/12/17 11:15
History of Present iness ... respiratory rate, temperature
Physical Exam 0O b&s & Weight 07-Dec-2017 10:27 PST, once, Stop: 07-Dec- 07/12/17 10:27
2017 10:27 PST, on ad Orderi e + 5
Current Medications on sdmission rdering Physician  Start Stop
4 Activity (1) TestPET, Pediatrician-
Order Profile (13) Physician, MD 07/12/17 12:00 14/12/17 11:59
L) O & @b Activity as Tolerated 07-Dec-2017 10:27 BST, as age  07/12/17 10:27 = GEE) ha/ /12
Active Tssues appropriate
Assessment and Plan 4 Medications (1) (Category
New Order Entry — vancomycin 375 mg, IV, g6h 07/12/17 12:00 Medications
Immunizations (0) 4 Orders (1)
O &= @ Notify Treating Provider 07-Dec-2017 10:27 PST, If 07/12/17 10:27 Comments X
Create Note beginning oxygen therapy or if oxygen saturations below B Tarqget Dose: vancomycin 15 ma/kq 07-Dec-2017 11:15:39
Q)0 ~

The second step is to place new orders. Go to your Quick Orders tab and select orders for:

e Electrolytes Panel- under Labs > Bloodwork AM
e XR Chest- under Imaging and Diagnostics > XR
e Vancomycin > New Order Entry
» i 2| Quidk Orders ;i.—-»--. ki + aQ =

* Ftent Digprastion

» e
» Respiratory Theeapy

Gamama Ghitaer Transberase o
Troponn 1 CHPASE food sece
Thyrisd Sirmmdatig Hormens i,
Fsetsohobit A1C Eood. once

Ui Panal {Chch, TG, HDL. LOL, NOrHDL) St anre
Lactate "
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3 If you cannot locate the necessary orders under your folders, expand the New Order Entry
component.

Roanding £ Quick Orders ¥ | Transferscharge ¥ | ODutpatent Chart 2| = A,

¥ Analgesics
b nticoagulants
» Anbemetics
¥ Adtibypertensives
» Antemicrobials
» Bt Blockets

¥ Bronchodiators b Pl 5. ||| v | £ My Plan Favorites
i || i2iCatsostetly EEMMJJE@M i '3 Med Favorites
» Diustics
¥ Elecirolyte Management
G il et

B o

Personal Fublic

[ Referrals

[ Laborstory

4 For New Order Entry, search for the order by typing the first few characters to display list of
options. Adding dosage will truncate the list further and make the selection easier. Note: If you
do not see the search box as shown below, it may be collapsed. Click the arrow to expand the
search box.

" New Order Entry (~]
|
Inpatient »
van| ‘
vancomycin
wvancomycin 10 mg/ko, P

5 Once all the orders are selected, click Orders for Signature

6 In the Orders for Signature box, click Modify.

Orders for Signature (5) &3
Medications =
vancomycin

(10 mo/ka, PO, QID, drug form: oral lig)

acetaminophen
(15 ma/ka, PO, g4h, PRN pain-mild or fever, drug form: oral lig)

Laboratory

1,

Electrolytes Panel (Na, K, Cl, CO2, Anion Gap)
(Blood, AM Draw (Inpatient Only), Collection: T+1;0330, once)

Sputum CBS

Diagnostic Tests .

XR Chest

7D nasbin ) i

Note: When you do not want to change any details, click Sign to complete the process after
checking that all required details are filled out.
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You will be prompted to add missing order details that are required. In our example, you need to
add the reason for the chest x-ray. Do not click the box beside the order unless you wish it
to be made as a proposal rather than order.

Orders far Signature

‘e% ‘@lﬁa | ki |Ordar Name ‘Status ‘Start |Detai\s | -
4 Laboratory
D & [@ Electrolytes Panel (Na... Order 08-Dec-2017 03:30... Blood, AM Draw, Collection: 08-Dec-2017 03:30 PST, once

o Order 07-Dec-2017 12:32... Sputum, Routine, Unit Collect, Collection: 07-Dec-2017 12:32 PST, once

07-Dec-2017 12:32... 07-Dec-2017 12:32 PST, Routine

afom |

= Details for XR Chest

De:ails][f_w Ordler Commants]

=% @

*Req Start Date/Time: 07-Dec-2017 =[] 1232 = PST *Priority: | Routine ‘ v|
Reason for Exam: | | Special Instructions / Notes to Scheduler:

Provider Callback Mumber: | ‘

Pregnant: Transport Mode: | ‘ ~ |

Special Handling: | v If Portable, specify reason: | v
Other Reason for Portable: | ‘ CC Provider1: | |
CC Provider 2 | &) €C Provider3: | &)

Order for future visit: | Yes (@ No

1 Missing Requied Details | | Drders For Cosignsture | [ rdes For Hurse Revien

Next, display details for the sputum culture test.

Note: For Unit Collect, Yes is preselected. This means that the unit collects the specimen and
is responsible for printing the label and delivering the specimen to the lab. There is also an
option to indicate if the specimen has already been collected.

¥ Details fr Respiratory (lower) Culture (Sputum Culture)

Details ] B’;' Crder Comment;]

= B @

Superdsing Physician: | | *Specimen Type: | | R |

Specimen Description: | | Special Requests: | |

*Collection Priority: | Routine [~] Unit Collect: |(® Yes ( MNo
Collected: *Collection Date/Time: 06-0ct-2017 = B 1437 = PDT

*Frequency: | once | ~ | Curation: | |

Curation Unit: | | ~ | Order for future visit:
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+ Add

4 Dacument Medication by Hx

Orders | Medication List | DocumentIn Plan

Reconciliation = | % Check Interactions.

CLINICAL+SYSTEMS
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Click Sign to complete the process and return to the Provider View and Rounding tab.

Now, you want to modify the rate of NaCl 0.9% (NS) IV from 30 mL/h to 35 mL/h. The
continuous infusion order — not like other medication orders — can be modified. It must be done
from the Orders view.

Click the Order Profile heading to display Orders view. Here, orders are organized into different
categories in the View navigation panel.

Reconciliation Status
«# Meds History 4 Admission @) Disct

ry

s 1 Displayed: All Active Orders | &l Inactive Drders | Al Diders (41l Statusss)
-Orders for Signature a
P J = Y Order Name
: Document In Plan 4 LoiTiss
éMsmca\ ' non-formulary medication (multivitami...
e Ll “»és"  ibuprofen
-Suggested Plans (0) i salbutamol (salbutamol 100 meg/puff i...
-1 Orders ) =] salbutamol (salbutamol 100 mea/puff ...
gAdmwtﬂ'ran#an’Dls:harga s acetaminophen
Status
|l Patient Care ¥ “»éd*  vancomycin
T Activity
[ Diet/Nutrition 3 M “nés'  vancomycin
i Continuous Infusiens
[E| Medications Ll "»6¢"  vancomycin
|Blood Products
| ELaboratory ; hbouat “méd"  ibuprofen (ibuprofen PRN range dose)
N N ratory
| Diagnastic Tests
gp ag! d i W 6" @ Electrolytes Panel (Na, K, CI, COZ2, Anio...
DR’M'E :’E‘ v 6 Respiratory (lower) Culture (Sputum Cu...
Ty 4 Diagnostic Tests
| Allied Health W YR Chest
| Consults/Referrals 4 Communication Orders
gﬂmmuniﬂtiﬂn Orders i W Eés  Notify Treating Provider
Supplies
—_—

Orders | Medication List | Docurnent In Plan |

Status Dose ..

Discontin...
Discontinu
ed
Discontin...
Discontin...
Canceled
Ordered
Ordered
Canceled

Discontin...

Ordered
Ordered ..

Ordered (..

Ordered

Details =~

1,000 pag, PO, qdaily, drug form: tab-chew, start: 04-Dec-2017 14:50 PST
125 m§+PO, q6h, PRN pain-mild or fever, drug ferm: oral lig, start; 07-Dec-2017 08:59 PST

Target Dose: ibuprefen 5 mg/kg 07-Dec-2017 08:59:59

200 meq = 2 puff, inhalation, q4h, PRN shortness of bresth or wheezing, drug form: inhaler, start: 07-..
200 mcq = 2 puff, inhalation, q4h, PRN shertness of breath or wheezing, drug form: inhaler, start: 07-..
3125 mg, PO, gih, drug form: oral lig, start: 07-Dec-2017 10:00 PST

For age less than 3 months of age- maximum 60 mg/kg/24h, fer age greater than er equal to 3 ment...
375 mg, IV, g6h, drug form: inj, stert: 07-Dec-2017 12:00 PST

Target Dose: vancomyein 15 mg/kg 07-Dec-2017 11:15:39

375 mg, PO, q6h, start: 07-Dec-2017 12:28 PST

Target Dose: vancomyzin 15 mgfkg 07-Dec-2017 12:28:36

62.5 mg, IV, gbh, drug form: inj, start: 07-Dec-2017 12:00 PST

Target Dose: vancomyzin 15 mgfkg 27-Now-2017 13:26:22

dose range: 125 to 250 maq, PO, gbh, PR pain-mild or fever, drug form: tab, start: 07-Dec-2017 08:58 .

Blood, AM Draw, Collection: 08-Dec-2017 0330 PST, once
Sputum, Reutine, Unit Collect, Collection: 07-Dec-2017 12:29 PST, once

07-Dec-2017 12:29 PST, Routine, Reason: query pneumonia

07-Dec-2017 10:27 PST, If beginning exyqen therapy or if axyqen saturations below 92%

Locate the order under Continuous Infusions, and then right-click and select Modify.

m Dizplayed: Al Active Orders | Al Inactive Orders | Al Orders (&1 Statuses)

View

Orders for Signature -
(oS : [?{ & il Order Name Status Dose .. |Details =
- Document In Plan 2 LE -

E| Medical W EEEd"  Activity as Tolerated Ordered 07-Dec-2017 10:27 PST, as age ap

: A B o
PED G 1A, (Validated) (Initiated) Continuous Infusions : . : .
Suggested Plans (0) sedium chloride 0.9% (MS) continuous i...
BRI i . Ll e non-formulary medication (multivitami... Di Co

| Admit/Transfer/Discharge 2l “s6e ibuprofen Di Py

[H|Status ed Cancel and Reorder
-[E|Patient Care B salbutamol (salbutamol 100 meg/puffi.. Di Suspend
@Adivi‘ly L =] salbutamol (salbutamoel 100 mecg/puffi.. Di Activate

[ Diet/Mutrition 3 o acetaminophen C

[F| Continuous Infusions Complete

[l Medications M RETi vancomycin Q Cancel/Discontinue
["|Blood Products M S - Void

|t/ Laboratory e vancomycin a

-@Diagnus(i('l’esb B e . c Reschedule Task Times...
[ |Procedures Y vaneemycin Add/Modify Compliance
g Ry Ll e ibuprofen (ibuprofen PRN range dose)  Di Oirder Infarmatinn

Remember to use the arrow M to collapse or expand the View navigation panel allows for more
screen space.
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12

13

14

1. In Details window, select the rate 30 mL/h and type 35.
2. Click in the cell that displays the infusion time to trigger time calculation.

3. Click Sign to complete the order.

4 Medications
M e acetaminophen Ordered 312.5 mg, PO, g4h, PRN pain-mild or fever, drug form: oral lig, stark: 07-Dec-2017 12:44 P

Ll 2 Ll L on flom AL £ Lo sl

¥ Details for Sodium chloride 0.9% (N5) continuous infusion 1000 mL

Details . Tﬁ Ei,:_' Continuous Details

Base Solution Bag Veolume
Esodium chlaride 0.9% (MS) continucus infusion 1000 mL

itive Additive Dose
| Bag Volume 1000 mL

Weight:

Infuse Over
332 hour

Oceurrence

25 kg -

Note: You can click the Additive % icon to search for a medication to add to the continuous
infusion order. For example you can search for potassium chloride.

Icons provide additional information. In the Orders view, hover to discover.

@ indicates ?
indicates ?

e indicates ?

* indicates that the order comes from a PowerPlan

Advanced users can effectively manage orders from the Orders view:

Example 1: Select the PowerPlan under View and right-click to select Discontinue either the
entire plan or individual orders.

D\g{)rders | IMedication List I Document In Plan|

M 45 @ + AddtoP
o ¥
-~ Orders for Signature - ® <
éPIans PED General Admission {
Document In Plan =t “Pda:tﬂi on: 07'[?“
él’v‘l dical 4 Admit/Transfer/Disck
edica
: W
B PED General Admission (Validated) (Initiated i i {g
-Suggested Plans (0) Discontinue
[—j?rders . . Plan Information...
;-DAdmlb"‘l’ransfer.."chharge
@5'31“5 Add Comment
Iﬂ Patient Care
@Actnﬂly Save as My Favorite
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Example 2: For PowerPlan in a planned status, right-click and select Initiate to activate the

plan you prepared earlier.
L A Admit/Tr
HAS2 PED Pneumonia Admission (Validated) (Planned

: -PED General Admission (Validated) (Initiated) Initiate
i Cinmactad Dlanc 01

Example 3: Select an individual order from the list, right-click and select one of the available

actions:
e Cancel and Reorder for example to change medication dosage or route
e Cancel/Discontinue to stop the order
e Convert to Prescription to print a prescription from the existing order
] b &{der Name Status Dose...
Medications
Ll o non-formulary medication (multivi Renew
] “méd"  ibuprofen
Modify
Ll o salbutamol (salbutamol 100 mcg/p Copy

| “»é"  salbutamol (salbutamol 100 mcg/p

Cancel and Reorder
| % vancomycin

Suspend
El e acetaminophen Activate

L P

“ Key Learning Points

There are many ways to place a new order. Use the method that is the most convenient for your
current situation.
To replace a medication, start by discontinuing the existing order and then place a new one.

Only continuous infusions orders can be modified if rate has to be altered or additive added.
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3 Activity 2.5 — Update Active Issues

Active Issues is the next component on the Rounding tab. It is identical to the component we used for
admission to add an admitting diagnosis. Now you will document chronic shortness of breath and for
this visit, pain.

For each issue documented under the Active Issues component, you can select the following
descriptor:

1. This Visit (category 1) — issue is a focus of the current encounter (e.g. presenting complaints).
It is not shared between encounters and not carried over to the next encounter.

2. Chronic (category 2) — issue is ongoing and can be active or resolved. Chronic problems are
shared across encounters and carried over to the next encounter. Chronic issues will appear
under Medical History.

3. This Visit and Chronic (combination) — issue is marked as both categories. When marked as
Chronic category, it is carried over to the next encounter

Note the difference when adding diagnosis versus problems. Diagnoses are for the current encounter
(reason for visit) and problems are chronic issues (i.e. medical, social, or others).

This Visit issues will be automatically resolved when patient is discharged. Chronic issues can remain
active but also be resolved to become Historical issues.

Active Issues Classification: Medical an
Add new as: This Visit and Chronic
This Visit
fiame Clossificat This Visit and Chronic Actions
Appendicitis Medical Chronic Resolve
Diabetes Medical Resolve
Hypertension Medical Resolve
Tobacco use Medical Resolve
AHistorical
Acute peptic ulcer Medical :

The diagnoses and problems recorded in Active Issues as chronic will carry over from visit to visit,
which builds a comprehensive summary of the patient’s health record. Keeping a patient’s problems
and diagnosis up-to-date is important.
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1 To add Shortness of Breath to the patient’s issues, select This Visit and Chronic and search for
Shortness of Breath. This will carry over from this visit to the next.

e Enter pain for This Visit.
s

Active Issues

.
Classification: Medical and Patient Stated ~ | Al Visits | &2

Add new as: This Visit and Chronic ~

This Visit
Name Classificat Brhis Visit and Chronicfrs
Laceration of thigh, left Medical Chronic is Visit Resolve

2 You can also update problems right in this workflow view (for information only)

This visit diagnoses are numbered as primary, secondary, tertiary, etc.
1= Pneumonia . . . . .. .

— D ypotiroidam (acauired) You can easily rearrange this order by clicking the digit and selecting a
2 | acd e different number.

4 | COPD without exacerbation

Tobacco use

Actions You can change any This Visit diagnosis to a chronic problem or both

by clicking the appropriate buttons.
Resolve

Resove

You can also click Resolve to move a problem to the Historical section.

3 Click the item to display more details. Without leaving this view, you can:

e Cancel this problem
e Type Comments
o Change the Status

Active Issues Classification: Medical and Patient Stated = | All Visits <
l{b Add new as: This Visit -~
Modfy ] Resolve
Laceration of thigh, left
Pain and swelling of left lower extremity Laceration of th'lgh left
4
A Historical

Show Previous Visits ]

Chronic

Medical

Confirmed
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For your practice, add acid reflux as chronic problem and resolve it. Remember to click the tab
to collapse and remove the split screen.

4

5 1o modify details, select the line and click Modify button.

2 ~ Laceration of left thigh Pain
1

This Visit
Medical
Admitting

For your practice:

e Add sprain left ankle as this visit problem and change it to a chronic problem.
e Add ear infection as chronic problem and resolve it.

“. Key Learning Points

Use Active Issues to manage problems and diagnosis for patient’s current visit.
This Visit refers to diagnosis or problems for this current hospitalization.

Chronic refers to past medical history that may be active during this hospitalization or may have
already resolved prior to admission.
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3 Activity 2.6 — Create a Progress Note and Use Auto Text Entry

Similar to the Admission tab, the Rounding tab also provides one click access to the most relevant note
type. You already know how to remove sections or edit text of your note. Now let’s learn how to avoid
entering repetitive information by using the auto text feature.

Now, you will create a Dynamic Documentation progress note for your patient.

1 From the list under Create Note, select Progress Note which will pull existing relevant
information.

2  Touse an auto text entry:
1. Activate a free text box under the Objective heading
2. Type ,med

3. Alist of auto text entries starting is displayed. Double-click on ,,med_pe_short*

SOAP Note (| List

Tahoma - || Size ~ FFERR B I

=

3
(i
[
Il
[l
'E‘

Subjective

Objective
wmed

Vitald.med_pe_complete *
,med_pe_short *
med_ros_complete

med_ros_short *
Lﬂh ACouULs

3 The programmed auto text entry populates in the box which can be modified by editing the text
or left as is if appropriate.

Once completed click Sign/Submit to complete and close the progress note.

Objective

General: &lert and oriented x 3, no acute distress.

Cardiac: Mormal 51 &52, no gallops, no murmurs, no rubs, normal VP, no pedal edema.
Respiratory: Good air entry bilaterally, no adventitious sounds.

Abdomen: Normal bowel sounds, non-distended, soft, non-tender, no hepatnsplennmegalﬂ

Note: Auto text entries are shared across the organization helping to adhere to agreed
standards. You can also create your own auto text entries. You will learn how to create auto text
entries in a more personalized learning session.
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“ Key Learning Points

Use auto text entries for commonly entered information.
Auto text entries shared between all providers help to maintain standards when documenting

patient’s care.
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PATIENT SCENARIO 3 — Discharge a Patient to Home

B PATIENT SCENARIO 3 — Discharge a Patient to Home

Learning Objectives

At the end of this Scenario, you will be able to:
Complete discharge steps, reconcile orders and medications.
Update discharge diagnosis.

Complete discharge documentation.

SCENARIO

Your patient has been improving and is ready to be discharged. You will complete the necessary
steps and update the patient’s chart. The following steps are required to discharge the patient when
using the Clinical Information System (CIS):

1. Completion of discharge medication reconciliation including prescriptions.

2. Placing a Patient Discharge order for nursing and Registration.

3. Entering discharge diagnosis and any future investigation orders and referrals.
4

Creating a Discharge Summary.

You will complete the following 5 activities:
Review orders.
Reconcile medications at discharge and create prescriptions.
Place orders when discharging a patient.
Update discharge diagnoses.

Complete discharge documentation.
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3 Activity 3.1 — Review Orders

Continue to use the same patient. You can use Patient Overview to communicate with other providers
about the patient’s status. Although it does not create any action items, it serves as a communication
tool for patient handover. It provides a snapshot of patient’s status and also helps you manage your
work:

1. You can track new results that you have not yet reviewed

2. You can see where the patient is located: unit / room / bed
3. You can make a note of a patient’s illness severity
4

You can track medication reconciliation completion

5. Once the patient has a discharge order entered they will appear with the @ icon

Within a patient list, you can click column headings such as Location to display all patients in the same
unit together. Clicking Patient Information will place names in alphabetical order.

Patient Overview
44 S # | 100% - I~
Patient Overview 32| 4

List: Hospitalist (14) + Group by: None Add Patient
Patient Information Location Tiness Saverity Medica Dis N
TEST, TEST - - ove 1

32ys F DOB: Oct 11, 1985

*TEST, CSTPRODBC LGH 3E Discharging v OV E 1
15m F DOB: Aug 16, 2016 =

*TEST, CSTPRODBC - ® Watch 00 1
15m F DOB: Aug 10, 2016

Patient Overview also displays a snapshot of patient status under the lliness Severity column. You
can easily add or change your patient status by clicking the corresponding space under this column and
selecting one of the options from the list.

Pratient Overview

it My st (§) * | Add Patent Establish Relationshigs | patent Search: =-
PROVPATIENT, WENDY LoH 2T @ Dischargng Y00

By F DO ARF 12, 1931 2004
FANI-LEARN, HOMA LGH 7E = v

T&ys F DOk Apr 12, 1941 a0z

CSTPRODPHYS, DEMOONE LGH TW
s H M11-01

FESRONE, PRACTICE LGH 3E [N Walch 5
F IEL- G2 Stable

FESRTWD, PRACTICI LoH 5
s+ F 510 -02

CSTPRODPET, STIESTAAA LGH 8 No Relationship Exists
]

Wy 603 - 01
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Note: You can click the column heading to group all patients ready for discharge.

1 To begin the process of discharging a patient, locate your patient’'s name in Patient Overview >
My Assigned Patients list.

Mark him as Discharging, then open his chart.

2 In the Discharge/Transfer tab, select the Order Profile component.

Admission &3 | Rounding ) ITran?er?DiscHarge 22 | Quick Orders s

Order Profile (18)

rder Profile (18)

Medication Reconciliation

Discharge Order Entry 0w
Documents (1) Type  Order

Labs 4 Status (1)

I . L] [ ﬁ Code Status 07-Dec-2017 10:27 PST, Al
Magng - Code, Perioperative status: Attempt CPR
Micro Cultures ... During chemotherapy: Attempt CPR, Full

3 Review patient’s orders to be aware of any outstanding lab or imaging orders. Visual cues
provide additional information. Describe the following icons:

%= indicates ?

Order Profile (35) sefecled
[ Pending Crders (24) | Gooup by; | Clinicel Category [3] | Show: | All Active Orders
e Gt G o e — Cdanng Prosde
a5tafles (1)
of = & 071117 14:06 Ordered 071117 14:07 TestPET,
GeneralMedicine-
Phypsician, MD
Apatiat Cane (13)
& 031117 10:05 Ordered 03/11/17 10:09 SYSTEM, SYSTEM Cerner
& /1117 10:09 Ordered 03/11/17 10:09 SYSTEM, SYSTEM Cerner
& [raden assessment 01117 10:09 Ordered SYSTEM, SYSTEM Cerner
& [osonal ich Utikzer 03-Nov v 00/11/17 10:09 Ordered SYSTEM, SYSTEM Cerner
317 10:0% POT
: @ [peectious isease Screening 03-Hov-2017 10:08 POT /1117 10:09 Ordered SYSTEM, SYSTEM Cerner
1| = hsert IV 00-New-2017 01/11/17 08:00 Future (On o TestAMB,
o) GonaralMedicin-
Physician], MD

Note: No manual action is required to stop orders at discharge. When a patient physically leaves
the unit and is discharged from the system by the unit clerk or nurse, their encounter becomes
closed. This will automatically discontinue their orders. Any orders to be completed in the future or
orders with pending results that you have placed prior to discharge will remain active.

“ Key Learning Points

Outstanding orders are automatically closed after discharge except future orders (completed
after discharge) and orders with pending results.
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2 Activity 3.2 — Reconcile Medication at Discharge and Create
Prescriptions

Now that you have reviewed the current orders, you are ready to complete your discharge medication
reconciliation. The list of medications to reconcile includes:

1. Home Medications — medications that the patient was taking at home prior to admission.
These medications were documented with BPMH but were not continued during the hospital
visit.

2. Continued Home Medications — medications the patient was taking at home prior to admission
and continued during this admission.

3. Medications — new medications that the patient started during this inpatient stay.

4. Continuous Infusions — inpatient fluids and medications that were given by continuous
infusion.

You will determine which medications your patient should continue after discharge. Continued
medications will be carried forward and available as documented home medications within the patient’s
medication history. You can also create a prescription for the existing or new medications directly in the
reconciliation screen.

All medications marked to be continued at home during discharge will be viewable at the patient’s next
visit.
Current Encounter Next Encounter

T e
By E g // ==
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2

Navigate to the Medication Reconciliation component of the Transfer/Discharge tab, and
click Discharge.

CSTLEARNPEDS, ALEX % List i Recent ~
CSTLEARNPEDS, ALEX DOB:30-Oct-2010 MRN:700007827 Code Status: Process:Falls Risk Location:LGH 3W:; 331; 01M

Age7 years 700000001 Disi 4
Allergies: penicillin Gender:Male SHN98 Dosing Wt:25 kg Isolation:

= < - |4 Provider View
HRIARIRE (10 OO

Admission 23| Rounding £2 | Neonate Workfl... £3| Quick Orders EZ| PEDS Emergenc. E:iTransfer/Discha. j Outpatient Chart |+ =.

P - I . . ‘
Order Profile (7) Medication Reconciliation -
Medication Reconciliation Status: « Meds History | ¥ Admission | Transflr | @ Discharge

Discharge Order Entry oOrder ‘Order Start Status
4 scheduled (0) Next 12 hours.

Documents (0)

Labs 4 continuous (0)
3 4 PRN/Unscheduled Available (0)

4 Suspended (0)

Imaging ...
Micro Cultures ...
Pathology ... » Discontinued (0) Last 24 hours.

Discharge Diagnosis

Significant Findings ...

The reconciliation window displays the current status of medications.

Orders Prior to Reconciliation
|@? | ki |OrderNamef'Details |Status | D‘ | Ea |B'> | ki |O
edications
ultivitamin with mi Is (multivitamii i Is ch ble tab) Documented ololo
tab, PO, qdaily, for 30 day, 30 tab, 0 Refill(s)
Ibutamol (salbutamol 100 mcg/puff inhaler) Documented ololo
puff, inhalation, g4h, for 30 day, PRN: shortness of breath, 2 inhaler, 0 Refill(s)

A

4 fMed ns
ﬁ .. Jacetaminophen Ordered
3125 mg, PO, gdh, PRN: pain-mild or fever ©l10 |0
ﬁ &3 fvancomycin Ordered
250 mg, PO, QID ©l10|0C
A BConti Infusi
ﬁ sodium chloride 0.9% (NS) continuous infusion 1000 mL Ordered
Qmﬂh, w

Home Medications that the patient should re-start taking at home, click Continue
and home medications that the patient should discontinue permanently, click Do Not Continue
After Discharge.

A Home Medications

& multbvitamin (Centrum 8400 oral tablet) [ |a mthvitamin (€ entrim B400 oral tablet) Documented
1tab, PO, gdaily, 30 tab, O Refills) | s Lteb, PO, qdaily, 30 1ab, O Refills) < Motes for Patient »

o' non-formulary medication (ginseng) &
o Aefififs) |

“ satntamol {saftnstamol 200 meg inhales) o salbutamol Isafbutaml 200 meg inhaler) Ducumented

4 puff, inhalotion, once, PRN: as needed, G Refill's) 1 puff, inhaolotion, once, PRN: a5 needed. 0 Refillis) « Notes for Patient >

For the Continued Home Medications, select appropriate radio button to continue or stop.

TS

minevaks itamins - minevals chewabie tab) Docamented | = | ~ | - [&f ? s -minesals chewable tab) Dciamented
1tab, PO, qoaily, for 30 diy, 30 s, 0 Refilfs) B et 1tab, PO, quaily, for 30 diay, 30106, 0 Refilfs) < Notes for Patient >
W samutamol (salbutamel 100 meg/putt inhater) Decumented | A e semutamol talbatamel 100 meg/putt inhater) Decumented
B lohaloton ot oo 3oy DONL ckom o hieaii 2 iohol ! 1 puff, inhalation, gh, for 30 day, PRN: shortmess of breath, 2 inbaler, O Refils) < Motes for Patient »
Crdered & ey l | | aretaminophen Decumented
23 ma aidl icat] Hnas 2128 mg. PO, gah, PRI poin-mild or fever, & Refilisf < hiotes for Patient >
| F  vancomycn Crdered | | |
250 mg. PO, QIO
| 4 Continuous Infusions
BB codum chlaride L% (NS) conti Fusicn 1000 sl [ |
25 mlh,

Note: If home medications are to be continued, select documented medication marked by &

rather that inpatient orders marked by & icon.
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When the patient discharge summary is printed, it Home Medications - Continue Taking
clearly identifies which home medications are
continued and which must be stopped. Stop Taking the Following Home Medications

Make your selection for the remaining medications.

To create a prescription for Salbutamol and Acetaminophen: click column marked with = and

add missing details as indicated by the & icon.

G | ¥ Grder Mame/Detai P |0 | B B ¥ |Order NameDetaits
| @ Home Medications
y multivilansin with mincrab (multivitaman: minerah cbewable Lab) e o P o i in il i b i iy evineraby [ b

1 tob, PO, gdady. for 30 day, 30 ok, 0 Refdifs) - PO, galaaly, O Refalls) < Notes for Patserd >

salbutamol (albistamol 100 meg/puft inhaler] Documented | = | B Balbutamol tsalbutamed 100 meg/putf inhaler} Documented
I putf, inhalation, gdh, for 30 day, PAN: shortness of Breath, 2inhaler, 0 Refiljs) J® fesif -3 1 o, inbolation. g4, for 30 day. PR thortness of breath, Jinhaler, O Refilliz) + Motes for Patient >

4 Cantinued Home Medication
5 TR

Ordered |:_._. [y [[o]wi seatmmttonan Documented |

acetaminophen
125 mg. PO, g, PRN: pain-mild or fever 3125 mg, PO, qdh, PRNG pain-rild or fever, 0 Refillt) < Notes for Patiena >

Note: discharge summary documentation will clearly list which new prescriptions to start taking.

New Medications to Start Taking

You can also add additional prescriptions for medications that will be new for the patient. Click

the ¥ Add jcon to add Multivitamin once daily.

Drdess Prior 1o Reconediation Ouclers After Recone iliation

Rl - BEIEEETTE

Statas

Decumented

1¢ab, PO, qdaily, ¥ tab, O Refelfz) < Notes for Patient »

‘ 5 | 1 puff, ishalation, once. PRN: a3 needed, 0 Befilia) < Notes lor Pabent »

i 18§ meq inhalati Prescribe
TR Y] " PRI T

All medications must be reconciled to successfully complete the discharge medication
reconciliation process.
Once all medications are reconciled, click Sign to complete discharge medication reconciliation.

The following will happen:

e The Document Medication by Hx list (BPMH) will be populated by medications
that you selected to continue. Prescriptions will be added to this list.
Home medications that are not continued in current discharge reconciliation will be
dropped and removed from the list.

e The prescription will print automatically.
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PRESCRIPTION

Vancouver - _— ;3«;91.:‘1.::;,
Hea lth Morth Vancouver. BC V7L 2L7

Promoting wellness. Emsuring oxre.

Patient Name: LEARNTEST, PHYS

DOB: 1941-APR-12 Age: 76 years  Weight: B0kg (2017-SEP-13) Sex: Female PHM: 12345

Allergies:  morphine, Peanuts, penicillin

Allergy list may be incomplete. Please review with patient or caregiver.

[ ] Blister Packaging - week cards: dispense cards at a time; Repeat

[]1Mon-Safety vials  [] Other

Faned to Community Phamacy: Fax:

Faned to Famity Physician Fax:

If you received this fax in emor, please contact the prescriber

Patient Address: 500 W Bth Ave, Home Phone: (804) 123-8547
Vancouver, British Columbia Work Phone:
Canada

Any narcotic medications need a duplicate prescription form to be completed
Over the counter medications can be filled on PharmaMet at patient's discretion

Prescription Details: Date Issued: 2017-0CT-12
pium 18 mcg inhalati psul
SIG: 1 cap inhalation qdaily
Dizpense/Supply: 30 cap
Instructions: use two inhalations of one capsule for each dose

Prescriber’s Signature

TestPET, GeneralMedicine-Physician, MD
Prescriber’s College Number: TEMPOO0105
Prescriber’s Phone: (604) 001-0105

be_ra_precs This record contains cenfidential imformation which must be protected. Any unauthorized use or Page: 10f 1
disclosure is sirictiv prohibited.

[ ]

TRANSFORMATIONAL

LEARNING

A medication summary will be included in the Patient Discharge Summary as well as in the
Discharge Summary.

Medications

New Medications to Start Taking

Medication How Much How When Reason Next Dose __Additional Instructions
acetaminophen 312.5 milligram by mouth every 4 hours as pain-mild or fever
needed

Home Medications That Were Changed - Take as Below

Medication How Much How When Reason Next Dose __Additional Instructions
multivitamin with minerals (multivitamins-minerals 1 tablet by mouth daily
chewable tab)
Home Medications - Continue Taking
Medication How Much How When Reason Next Dose Additi Instructions
salbutamol (salbutamol 100 meg/puff inhaler) 1 puff by inhalation  every 4 hours as shortness of breath
needed
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Key Learning Points
Both home and inpatient medications can be converted into prescriptions during the discharge
reconciliation process.

Continued medications and prescriptions will be captured in the patient’s Document Medication
by Hx list (BPMH) and carried forward to the next visit.

Discontinued home medications will not be included in the Document Medication by Hx list
(BPMH).

Discharge medication information is included in the discharge summary that is forwarded to
patient’s lifetime providers and to the patient.
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3 Activity 3.3 — Place Orders when Discharging a Patient

The Discharge Patient order creates tasks informing the team that the patient is ready to be
discharged. The order is also required by Hospital Act Regulation. After the patient physically leaves
the hospital, the encounter can be closed.

However in the Clinical Information System (CIS), you have the ability to create orders to be completed
after the patient has been discharged. This applies to orders to be done post-discharge:

e Referrals
¢ Investigations such as labs/imaging are also called future orders

If a specimen is expected to be collected either at home or at an external facility, a printed requisition
will be given to the patient.

For this patient, you decide to place a future order for a Pulmonary Function Test. You also want to
provide him with a referral to a Respirology — Asthma.

1 In the Transfer/Discharge tab, select Discharge Order Entry and select the appropriate order
sentence. For our example, click Order to select Discharge Patient without Support Services.

Admission i3 | Rounding &2 | Transfer/Discharge 23| Quick Orders

Order Profile (35)

Discharge Order Entry 4

Medication Reconciliztion

Discharge Order Entry Inpatient

Documents (4) Persanal | Public Shared ]
Labs L
General Medicine Orders
Imaging (0)
Micro Cultures ... Powerplans
Pathology ... L Frequent Conditions
Discharge Diagnosis ... Medications
Significant Findings ... Labs
Procedures and Treatment Imaging and Diagnostics
Provided ...

Consults

Post Discharge Follow Up ... patient C
atient Care

Discharge Disposition ...

Future Orders
Hospital Course ...
Discharge Patient Discharged Home without Support Services Order
Create Note Discharge Patient Discharged Home with Support Services Order
Discharge Summary
Bed Transfer Request 0 | Order

LSS T ——
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2  Toadd aPulmonary Function Test as a future order, search the catalogue directly from the
current component. Search and select the order from the drop-down.

Discharge Order Entry +

Inpatient +

Personsl | Public Shared ] pulm|
Pulm exercise provocation results
Pulmonary Artery Catheter Monitoring
Pulmonary Artery Line Care
Pulmonary Artery Pressure
Pulmonary Capillary Wedge Pressure

I Pulmonary Function Test Complete I
Pulmonary Function Testing Education
Pulmonary Stress Test Simple

3 Repeat steps to add the referral to Respirology — Asthma

Discharge Order Entry <+

Inpatient +

Persanal | Public | Shared

-

respirology|

4 Once you placed all orders, click the Orders for Signature icon, and then click Modify.

Note: Place the cursor over the individual order in the Orders for Signature window, and click x
on the right side to remove an order placed in error.

Orders for Signature (1) =)

Consults/Referrals
Referral to Respirology-Asthma %

[ Sign ” Save || Modify || Cancel |‘
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5 Click the order name to display Details and add missing required details.

Check Yes for Order for future visit and click the calendar icon ﬁ

Orders far Signature

[ ]

TRANSFORMATIONAL
LEARNING

4 Respiratory

& (21| B | ¥ |Order Name

4 LGH 4W; 405; 04 Enc:7000000013059 Admit: 03-Nov-2017 10:07 PDT
4 Admit/Transfer/Discharge

Discharge Patient

* Pulmenary Function ... Order
4 Consults/Referrals
9 Referral to Respirolog.. Crder

Status Start Details

Order 22-MNov-2017 18:18... 22-Mov-2017 18:18 PST, Discharged Home without Support Services

22-Nov-2017 18:18... 22-Nov-2017, Routine, Order for future visit, 22-Nov-2017

22-Nov-2017 18:18... Future Order, 22-Nov-2017

0]z

> Details for PUlmonary Function Test Complete

Details Ml‘:_‘ Order Comments l

*Requested Start Date/Time: 22-Nov-2017

Notes to Scheduler:

=] e =l psT Priority: | Routine v

"Reason for Exam: | ‘ Frequency: | v |
Order for future visit: |(® Yes E (" No

Scheduling Location: | -

4 Mizsing Required Details

Orders For Cosignature

.

6 You have an option to select different details recommending when the test should be completed

or if it has to

Note: These details are to guide appropriate booking not to book the actual test.

be repeated. Select one of the options:

One time test (single order) or recurring
An approximate time from now

An approximate time before a specific date
Time range in days for a grace period
Exact date

| Future Order Details @ | Future Order Details
@ Single Order (0 Recurring Order () Single Order @ Recurring Order
Future single order for Pulmonary Function Test Complete Future recurring order for Pulmonary Function Test Complete
® In Approximately ) Sometime Before Every | |day  For day
[O50ct20 1 e pryepren =

day hd EI day z E week week

week week menth month

menth month §

. Grace Period (+/-) day
Grace Period (+/-) — day
First occurrence estimated start  06-0ct-2017
() On Exactly
[£3 The earliest date allowed is 2017-Oct-07,
LEARNTEST, PHYS - 700006586 | OF LEARNTEST, PHYS - 700006586

A=)

7 From the Location drop-down, you can select any location that is part of the system. For our
example, select LGH PF Lab. In real life, the lab selected will be prompted to proceed with the

order.
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¥ Details for Pulmonary Function Test Complete

Details 1&:_' Order Comments ]

06-Dec-2017 Priority: |R0utine hd |
*Reason for Exam: | COPD Frequency: | A |
Motes to Scheduler: Order for future visit: |(3 Yes 3 (" No |

Scheduling Location:

LGH PF Lak

Note: For locations that are not part of the CIS, the Paper Referral option is to be selected.
Although the process remains on paper, placing this order in the CIS informs care providers for
this patient that the specific referral has been placed.

8 For your practice, add missing mandatory details for the referral.

Orders for Signature
& () B T Order Name Status Start Details
4 LGH 3W; 331; 01M Enc:7000000015583 Admit: 27-Nov-2017 14:36 PST
4 Consults/Referrals
X Referral to Respirolog... Order 07-Dec-2017 13:26... Routine, Future Order, 07-Dec-2017

* Details fr Referral to Respirology-Asthma

Details]&:_‘ Order Comments |

(&)

*Scheduling Priority: | Routine v | Referred To Provider: ‘ "Location: \ v
LGH Ped Asthi

“Reason For Referral: | | Notes to Scheduling: T
Paper Referral

“. Key Learning Points

A Discharge Patient Order documents the decision to discharge a patient (required by the
Hospital Act Regulation) and informs patient Registration and the nurse.

Future orders (investigations) and referrals can be ordered after discharge and remain active.
You can easily place recurring future orders using appropriate options.

Selecting a specific location prompts individuals at the location that the order has been placed.

Selecting Paper Referral indicates that the process remains manual as the facility/provider may
be practicing outside of the CIS; the order is captured in the patient’s electronic chart.
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2 Activity 3.4 — Complete Discharge Diagnosis and Discharge

Documentation

Continue to work through the discharge workflow on the Discharge Patient tab. Review the following:

1. Documents
2. Labs

3. Microbiology
4. Pathology
5

Imaging - Click XR Chest under Imaging to review the result

Using Dynamic Documentation, you will create the discharge notes.

This note type will use a unique feature of the of the Hospital Course component. Unlike other free
text components such as lliness History where you enter your own temporary notes, the Hospital
Course component is visible to other providers to enable collaborative input. This free text box
accumulates entries from multiple provides. This collaborative comment is pulled into a Discharge

Summary note with one click.

The CIS provides links to two discharge document types:

o Discharge Summary — to be distributed through Excelleris to the list of automatically
included providers. You can also select other providers who should receive a copy.
e Patient Discharge Summary — to be printed by a nurse and handed to the patient.

Patient Discharge Summary X | Patient Discharge Summary ¢ List |

Tahoma -1 - B I U sk A~

e
il
I
]
&)

Problem list/Past Medical History
Laceration of thigh, left
Pain and swelling of left lower extremity
Historical
No historical problems

Describe admitting diagnosis

Describe discharge diagnosis

Describe other diagnoesis

Allergies
penicillin (Rash)
Tape

Medications

New Medications to Start Taking

Medication How Much How When Reason Next Dose Additional Instructions |
acetaminophen 312.5 milligram by mouth every 4 hours as pain-mild or fever | 4
Note Details: Patient Discharge Summary, TestPET, Pediatrician-Physician, MD, 07-Dec-2017 13:28 PST, Patient Discharge Summary | Sign/Submit ‘ ‘ e ‘ | P | ‘ —
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The Dynamic Documentation allows for finishing your documents later. If you are interrupted you have
a choice:

e Save — will save the information and documents remains open so you can continue
working.

e Save & Close — will save the information and close the document. It will be saved as
draft under Documents component and sent to your Message Centre. Draft document is
only visible to you.

1 Ensure you are in the Discharge/Transfer tab of your patient’s chart and select Discharge
Diagnosis.

Admission £2| Rounding b3 x Quick Orders 22 | Neonate Workflow 8% | PEDS Emergency. 2 | Outpatient Chart R | 4 =
Order Profile (19) f . :
Discharge Diagnosis Classification: Medical and Patient Stated ~ | Al Visits | &
e——

Medication Recondiliation

Discharge Order Entry Add new as: This Visit v

Documents (1)

Labs Name{b Classification Actions

Imaging (1) Laceration of thigh, left Medical Resolve

Micro Cultures (0) Pain and swelling of left lower extremity Medical Resolve

Pathology ... » Historical Show Previous Visits ]
Discharge Diagnosis

2 Confirm problems and diagnoses status at discharge:

Expand details for pneumonia to ensure it states that this is a discharge diagnosis and note the
status.

Ensure that PAIN applies to This Visit and Diagnosis Type is Discharge.

Note: You can add comments for better communication with other care team members.

DiSChargE Diagnosis I Classification: Medical and Patient Stated ~ | All Visits | &
by
Add new as: This Visit ~
e Modity
eumonia

Laceration of thigh, left .
Pneumonia

Pain and swelling of left lower extremity

This Visit

Medical

onser Date —

Confirmed

Comments
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3 Start documenting patient’s discharge by typing information under:

¢ Significant Findings
e Procedures and Treatment Provided
e Hospital Course

Entries made in these fields will auto-populate into your discharge summary. Remember that you
can use auto text entry to speed up the process.

Admission £ | Rounding 23 | Transfer/Discharge 22| Quick Orders 23| Neonate Workflow 22| PEDS Emergency E2| Outpatient Chart PE o

igni indil Selected visit
TS EETE0 I Significant Flndlnqsl elected vis
Medication Reconciliation

Tahoma ~||9 - BIU & == == of
Discharge Oh_Jr Entry
Documents (1) pneumonia confirmed with CXR.
Labs
Micro Cultures (0)
Pathology ... I I
Discharge Diagnosis Procedures and Treatment Provided Selected visit
Significant Findings
Tahoma -|[9 - BIU & === of
Procedures and Treatment
Provided
1V ABX initiated
Hospital Course -
Post Discharge Follow Up
-Save
Discharge Disposition -
Create Note I_I
Discharge Summary HOSDIta\ Course Selected visit
I

Patient Discharge Summary of
Newbomn Discharge Summary
Select Other Note patient stable and responding well to treatment]

4 In the Hospital Course component, many providers can document on the patient. All these
entries are stored until the Discharge Summary note is created.

Hospital Course

B

5 Once you are ready to create discharge notes, click the note links provided under Create Note.
There are two note links available there:

1. Patient Discharge Summary (to be provided to the patient)

e Add information and click Sign/Submit to complete now.
2. Discharge Summary (to be distributed to other providers)
e Click Save & Close to complete later. Your document will be listed under
Documents as well as sent to the Message Centre.
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Key Learning Points

You can fully manage discharge diagnosis right in the Transfer/Discharge tab.

A Patient Discharge Summary is generated for the patient to take home at the time of
discharge. Nursing staff will print and provide this to the patient after you sign it.

A Discharge Summary will be distributed to the providers who have documented lifetime
relationships on the patient’s record and to any other providers selected by you

Sign/Submit completes the document.

Saved documents can be completed later.
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B PATIENT SCENARIO 4 — Transferring a Patient

Learning Objectives

At the end of this Scenario, you will be able to:

Complete patient transfer related tasks in the Clinical Information System.

SCENARIO

When you transfer your patient to an external site, the Clinical Information System (CIS) requires
you to discharge the patient from the current site. The current encounter is closed. The receiving
provider accepts the patient and completes steps for admission at the receiving site.

If the receiving site uses the CIS, the receiving provider has electronic access to patient information.
If patient is moving to or coming from a site that has not implemented the CIS, providers will use
paper-based documentation.

Transfer scenarios are difficult to recreate in training situation. Both internal and external transfers

involve many health care professionals. Keeping this limitation in mind, you will complete the
following 3 activities:

Initiate a transfer from Inpatient to PICU and place a Bed Transfer Request order.
Reconcile medication and non-medication orders at transfer of care.

Place a ‘Discharge to External Site’ order.
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& Activity 4.1 — Initiate Transfer From Inpatient To PICU and Place
Transfer Orders

Note: In the interest of training purposes, in this activity we assume that the child is progressively
worsening and being transferred to an onsite PICU. These steps would be followed for any unit
transfers within the same hospital. Activity 4.3 specifically discusses transfer to external sites.

Once the decision to transfer a patient is made by the provider, physician to physician communication
takes place outside of the Clinical Information System (CIS) to ensure proper transfer of
responsibilities. It is important that the sending physician still discusses all aspects of care and shares
any concerns with the receiving physician.

You consult the PICU provider and discuss your patient who is deemed an appropriate transfer to the
PICU. The charge nurse is made aware and prepares for the patient's transfer.

To initiate the patient transfer and locate an appropriate bed for the patient, a Bed Transfer Request
order is placed. This order is typically placed by the Charge Nurse of the sending unit; however, a
provider may also enter this order.

1 Place the Bed Transfer Order from the Quick Orders tab > Patient Disposition folder.

o oo —— 5

* Bloodwork Routine » ECG Consults ——
» Bloodwork in Morning » Echocardiogram
¥ Bloodwork STAT » XR Patient Care == A
» Microbiology »CT
¥ Stool Studies » US 4 Patient Disposition
» Urine Studies » MR Admit to Inpati_ent Admit to General Internal Medicine
¥ Fluid Analysis » IR m
» Blood Products { Transfusion Discharge Patient
Discharge to External Site

Patient Deceased

Nurse May Pronounce Death
Exception to Transfer

» Code Status

» Activity
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3

In the Orders for Signature window, click Modify to add details that you think are necessary:

Name of the new attending provider

Bed type

Medical Service

If patient has been accepted by the new provider

Click Sign to complete the process.

Orders for Signature
‘9% ‘@l':”" | ¥ |Ordar Name |Status |Start |Deta|\s
4 LGH 3W; 331; 01M Enc:7000000015583 Admit: 27-Nov-2017 14:36 PST
4 Admit/Transfer/Discharge
. Bed Transfer Request  Order 07-Dec-201713:48... 07-Dec-2017 13:48 PST, Critical Care

> Details for Bed Transfer Request

I]etails] 55! Order Comments I

=T [HF
*Requested Start Date/Time: 07-Dec-2017 [z e <! psT Miedical Service: | v
New Attending Provider: ‘ | New Attending Provider Accepted:
Bed Type: | EITEIETE ] Telemetry:

Special Instructicns:

0 Miszing Required Details Orders For Cosignature DOrders Far Murse Review | Sign I Cancel

“. Key Learning Points

The Bed Transfer Request order initiates the process of searching for a bed. It also allows for
identifying new medical service and transferring responsibility of care.

Verbal communication between units and physicians is critical.
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2 Activity 4.2 — Reconcile Medication and Non-Medication Orders at
Transfer of Care Within The Site

When transferring a patient to a different level of care, all current medications and orders must be
reconciled.

The transfer medication reconciliation is similar to the admission reconciliation; however, it also
includes non-medication orders. In the Clinical Information System (CIS), this task may be performed
as many times as necessary, whenever a patient is transferred. The transfer reconciliation window is a
convenient tool to review all of the patient’s medications and orders in one step.

The receiving provider is generally the one responsible for completing transfer medication reconciliation
with the exception of the critical care. The Critical Care provider will be the one responsible for
completing the reconciliation when accepting and when sending the patient. When the Critical Care
provider transfers the patient out of the Critical Care unit, he or she will plan transfer medication
reconciliation and the receiving provider will review and sign it to initiate orders once the patient has
arrived to their new unit/patient care area.

When this patient is being transferred back to the Pediatric unit, the Critical Care provider plans transfer
reconciliation and you as the hospitalist will review the orders, make adjustments if necessary, and
sign.

The transfer reconciliation displays medication and non-medication orders. On transfer within the
hospital, you can continue orders that are already in place. This allows for safe and effective transfer of
care. The Transfer Orders Reconciliation provides two options:

1. Clicking Sign will initiate appropriate decisions from the Transfer Reconciliation.

2. Clicking Plan will continue current orders and simply save decisions.

Verbal communication outside of the CIS is necessary to ensure that intentions of both the sending and
receiving provider are clear:
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1 In the Transfer/Discharge tab, display Medication Reconciliation component.
Click Transfer.
+ & Provider View
B3 B 23| Transder/Descharge B+ =
| s o o ] Discharge Medication Reconcliiation Siecn v |
Status: " Meds History v‘!\dmls&ml S Transfer |+ Discharge
PumsaE S A o o
Labs MEtFORMIN 850 my, PO, Bl July 36, 2007 17:00 Ordered
Imaging ... A Contineous (0}
Microbuology ... 4 PR Unschedulad Availabla (1)
Pathelogy . acetamineghen 125 my, PO, QID, PRN: fever July 25, 2017 16:42 Ordersd
2 The Transfer Reconciliation screen displays. You are now familiar with these icons.
Note: you can click All to select all non-medication orders you would like to stop or continue,
with one click.
H Orders Prior Ovders After
Status [ [.] OLI% [ Ordes Nanve/Detashs Status
Ordered | -
Documerted | - | o
S e xf‘f'lﬁ‘:l’:n : £ s /et imbaaber) Docurmerted | |
Ordered | - | c
== o
il 702 16:20 PO, Stop: 2017 dog-02 3620 20T A | :
| 3 Freased Uniciraied Orients) Revoncde and [ |
3 For your practice, make the appropriate selections. You can choose one of the two options:

e Sign —to complete the process, and activate orders immediately Plan,
¢ Plan - to save your selections to be activated at a later time.

When a patient is transferred out of the PICU, the intensive care provider makes decisions about
current orders and chooses Plan so the orders continue until the receiving provider signs off.

When transfer reconciliation is in a planned status, provider’'s decisions remain saved but orders
and order changes will not be active. Patient care is continued per current state orders until the
transfer reconciliation is signed.
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The status of planned transfer reconciliation is partial pending indicated by % icon.

Status: «* Meds History | +* Admission | %3 Transfer | @ Discharge

In this situation, the receiving provider clicks the % Transfer pytron to display pending Transfer
Reconciliation window. The receiving provider reviews orders and makes decisions to continue,
discontinue, or add orders. Sometimes it might be appropriate to stop all current orders and
place new ones.

Key Learning Points
The receiving provider is responsible for the review and signature of the transfer medication and
non-medication reconciliation upon receipt of the patient.

When the Intensive Care provider transferring patient out of the Intensive Care unit, leaves the
reconciliation in planned status (selects Plan); Current orders continue until the receiving
provider signs off.
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& Activity 4.3 — Complete Patient Transfer to an External Site

If your current location cannot provide the necessary level of care, the patient requires transfer to
another site.

You contact Patient Transfer Network (PTN) to identify the receiving provider and arrange for provider
to provider communication. This action takes place outside of the Clinical Information System (CIS). In
this example, a receiving provider has been identified and has accepted the patient. You completed
handover and the patient is now ready to be transferred.

To proceed with transfer, you will discharge the patient from your site. It is not possible to complete this
scenario in the classroom but you know the discharge process from previous activities.

When the receiving provider accepts the patient, you initiate the process of discharging your patient by
placing a Discharge to External Site order. For transfers to external sites, the Discharge Medication
Reconciliation process must be done as in activity 6.2.

1 For your practice, use one of the techniques you have learned before and place a Discharge to
External Site order.

Taow Statusckiiaragt PN, Full G508

FROGD POTTEST MCPID Msader 37N 2007 15073

Where would you find this order?
Which reconciliation type will you complete?

What notes will be created?
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Key Learning Points

When transferring your patient to an external site, you discharge the patient from the current
site. This includes discharge medication reconciliation and a discharge summary.

Discharge to External Site order initiates the process of moving your patient to another site.

If the external site uses the CIS, the patient chart is available for the receiving team but paper-
based documentation may still be required as per organizational procedures.
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B NEWBORN — Neonatal Functionality

Learning Objectives

At the end of this Scenario, you will be able to:
Review the Neonate Workflow Tab
Create admission notes with auto-text
Locate newborn reports

Locate the bilirubin nomogram and newborn record

SCENARIO

The following activities step outside the initial patient scenario in order to demonstrate newborn-
specific tasks and documentation.

NOTE: This newborn section of the workbook is intended primarily for those
pediatricians who routinely attend births, provide care for newborns, or work with NICU
patients. However, any pediatrician may provide care for infants, so it is strongly
suggested that all pediatricians read through the material.

Because this material is outside the workbook’s scenario of a 7-year-old male, ask your
instructor if newborn patients are available for today’s session. If they are not, this
section may be read-only as this functionality only becomes available within a hewborn’s
chart or a mother’s chart in the Labour and Delivery unit.

You will complete the following activities:
Locate and Review the Neonate Workflow tab
Document Newborn Delivery Data in iView
Review and document the Newborn BPMH
Locate the Newborn Record report
Add Active Issues for the Newborn
Locate the Bilirubin Nomogram

Review the Task Timeline
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3 Activity 5.1 — Locate and Review the Neonate Workflow Tab

1 Adding or removing workflow tabs

If you cannot locate the Neonate Workflow tab in the mother’s chart, click the add button -
in the workflow tabs bar.

O Full screen  §=) Print

0B Quick Orders #2 | Postpartum 22 | Transfer/Discharge hxcs | + | o —

2 From the Select a View list, click Neonate Workflow. Itis now added to your workflow tabs.

b

You may also remove a tab from the row by clicking the remove icon.

Select a View

E GYN Admission
E GYN Inpatient

GYMN Quick Orders
G¥MN Rounding

Labour

Neonate Workflow

@D @D D

0B Quick Crders
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3 Now that you are in the Neonate Workflow tab. Let's go ahead and review the components.
Vital Signs are pulled in from the nursing documentation in iView. Notice that the Newborn
Admission Note is found at the end of the component list.

I L

# =, 4, | 100% ML 3]
32| Labour &% | Postpartum 52 | Transfer/Discharge 32 | OB Quick Orders 32| Neonate Workflow b

Neonate Overview

Triage/Antepartum

Neonate Overview

Documents (1)
Vital Signs & Meagureme
New Order Entry
Labs

Documents (1) +

Pathology (0)
Microbiology C & S (0) .
Microbiology Other R Subject Note Type Author Last Updated
Transfusion History ... 21/10/17 17:01 Newborn Progress Note Nursing Narrative Notes TestUser, NursePostpartum-0B 21/10/17 18:1
Diagnostics ...

Order Profile ...

m

Billirubin Nemogram 35

v Vital Signs & Measurements + .

Histories .. ;J;‘rﬂy, 2017 ?5(1;921 2017 ?S:cgsie‘ 2017 27(;013, 2017
Infant Feeding ... Temp DegC 37 - T4 $ 39

Task Timeline ... Body Mass Index Meas.. kg/m2 - 24

Neonate Weights and Height/Length Measured cm - 165

Measurements ... Weight Dosing kg - 65

Intake and Output ... Weight Measured ka - 65

Active Issues Respiratory Rate br/min 12 - t24 T25

Current Medications ...

Immunizations ...

Allergies ... New Order Entry

Lines/Tubes/Drains ...

Create Note

Newbom Admission Note

Inpatient +

“. Key Learning Points

The Neonate Workflow tab displays newborn specific iView information such neonate
overview, vital signs and measurements, documents, labs, etc.

You can also add a workflow tab by clicking on the add button at the end of the tabs.
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& Activity 5.2 — Document the Newborn Delivery Data in iView

1 Document the Newborn Delivery Data in the mother’s chart.

From the Menu, click Interactive View and |1&0O

Menu < - |# Interactive View and I&0
Documentation & Add By E H g5 g Q . . A X
Allergies & Add e e

Mewbom Delivery Data
Diagnoses and Problems =whom Exa
Histories
MAR Surmnrmary
MAR
Form Browser
Patient Information

Interactive View and 18:0
Lines/Tubes/Drains Summary
Growth Chart
Immunizations
Clinical Research
CareConnect ﬁflntalce And Output

2 e Click on Pediatric Provider band |%
e Click on Newborn Delivery Data section

e Double click on blue Newborn Delivery Data line to open the cells for one click
documentation. Use the tab key to advance your documentation.
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& Pediatric Provider
Mewbom Delivery Data
Newbom Exam Find Item| v [E Critical  [F] Hig

2015-Feb-06
15:54 PST

4 Baby A
Heart Rate Apgarl ..
Respirations Apgar ..
Muscle Tone Apgar ..
Reflex Irritability Ap...
Color Apgar 1 Minute

Bl Apogar Score 1 Minute
Heart Rate Apgar 5 ..
Respirations Apgar ...
Muscle Tone Apgar ..
Reflex Irritability Ap...
Color Apgar 5 Minute

‘o Intake And Output @<y Apoar Score 5 Minute

3  Enter the following data into the Newborn Delivery flowsheet:

Heart rate Apgar 1 minute = greater than 100 beats per minute
Respirations Apgar 1 minute = good, strong cry

Muscle Tone Apgar 1 minute = active motion

Reflex irritability Apgar 1 minute = cry or active withdrawal
Color Apgar 1 minute = body pink, extremities blue

Apgar score 1 minute = 9 @

Heart rate Apgar 5 minute = greater than 100 beats per minute
Respirations Apgar 5 minute = good, strong cry

Muscle Tone Apgar 5 minute = active motion

Reflex irritability Apgar 5 minute = cry or active withdrawal
Color Apgar 5 minute = body pink, extremities blue

Apgar score 5 minute =9 ]

To document, click Sign ¥ icon.

%EEM-”E'QIIH*

% Pediatric Provider

Mewbom Delivery Data
Newbom Exam

91110



‘ CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL

NEWBORN — Neonatal Functionality cur s v s e LEARNING

4 Review iView icons

The Calculation & icon denotes that the cell will populate a result based on a calculation
associated with it. Hover over the calculation icon to view the cells required for calculation.

L] 21-Dec-2017
% 15:47 PST

4 Baby A
Heart Rate Apgar 1 Min...
Respirations Apgar1 Mi...
Muscle Tone Apgar 1 Mi..
Reflex Irritability Apgar ...
Color Apgar 1 Minute
Apaoar Score 1 Minute

pgar Score 1 Minute

[ Heart Rate Apgar 1 Minute: + Respirations Apgar 1 Minute: = Muscle Tone Apgar 1 Minute: = Reflex Irritability
Apgar 1 Minute: = Color Apgar 1 Minute:
RETTEX TIMTTIA DTy AT .

Color Apgar 5 Minute
ﬁApgar Score 5 Minute | |
Apagars Assigned By
& Resuscitation at Birth
Suction Amount
Spontaneous Respirati..,
Transferred To:

Click the Customize View icon E to search for a section not displayed.

7| Provider-MidwifeMaternity, Sarah - 760000713 ==

Code Status: Customize | Preferences | Dynamic Groups

Display Name On View Default Open
4 Mewbern Delivery Data O
Heart Rate Apgar1 Minute
Respirations Apgar 1 Minute
Muscle Tone Apgar 1 Minute
Reflex Irritability Apgar1 Minute
Color Apgar1 Minute
Apgar Score 1 Minute
Heart Rate Apgar 5 Minute
Respirations Apgar 5 Minute
Muscle Tone Apgar 5 Minute
Reflex Irritability Apgar 5 Minute

| »

Dosing Wt:85 kg

A Baby A Color Apgar 5 Minute
Heart Rate Apga Apgar Score 5 Minute
Respirations Ap Heart Rate Apgar 10 Minute

Muscle Tone Ap Respirations Apgar 10 Minute
Reflex Irritability|
Colar Apgar 1 M|
I Apgar Score 1 M)
Heart Rate Apgal
Respirations Ap Search for Item:

Muscle Tone Apgar 10 Minute
Reflex Irritability Apgar 10 Minute

IREEEEEEEEREREREREA

4

Muscle Tone Ap
Reflex Irritability| In Section:
Color Apgar 5 M|

@< Apgar Score 5 M
Apgars Assigned 1Collzpse AlL| [ Expand Al oK

&> Resuscitation at

Remember: the Newborn Delivery documentation is entered into iView and will flow into your
Newborn Admission Note.

This Newborn Delivery documentation is entered on the Labour workflow tab and the Labour
Assessment component.
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Newborn Admission H&.P |x| List | N

EoEmy | Tahoma [ -] [ Y B I U= 4 2= ==6ff

Delivery Information

Gestational Age =
EGA at Birth: 38 weeks 5 day

WBC Count 6.0 Subjective

Review of Systems
Mot obtainable, newborn infant.

Maternal Data = = Maternal Delivery Information

Maternal Antepartum Steroids

Newborn Delivery Data

Baby A - Heart Rate Apgar 1 Minute: Greater than
100 beats per minute

Maternal Intrapartum Antibiotics Baby A - Respirations Apgar 1 Minute: Good, strong
cry

Baby A - Muscle Tone Apgar 1 Minute: Active motion
S Baby A - Reflex Irritability Apgar 1 Minute: Cry or

Note Details: Admission Note Provider, TestMAT, OBGYN-Physician, MD, 07-Feb-2018 13:02 PST, Newborn Admission H&P ‘ Sign/Submit ‘ ‘ Save & Close. ‘ ‘ e

At the time of this workbook’s printing, the workflow for documenting a Newborn Admission

Note is changing. The new system will use Quick Chart which is not currently online. Please
review the online Quick Reference Guide once available.

93]110




|
NEWBORN — Neonatal Functionality Gz m

Our path 1o smarter, seamess cars

& Activity 5.3 — Review and document the Newborn BPMH

1 This is done from the newborn’s chart

CSTMAT, KAM [0
CSTMAT. KAM

TRANSFORMATIONAL

Locate the Neonate Workflow tab and select the Current Medications component. Click on the

® Meds History from the Status line.

- | # Provider View

ARARRE (w0 - O0d

Urder Protile ...

Triage/Antepartum 52| Labour E@l Neonate Workflow |EZ Partogram 52| OB Quick Orders 52| Postpartum 52 | Transfer/Discharge

3+

Last 1

Billrubin Nomogram 35 Current Medications +

Weeks and Greater ...

Histories ...

Infant Feeding ... tdey it
Task Timeline .. 2 Scheduled (0)

P _
Neanate Weights and Continuous (0)

Measurements ... 4 PRN/Unscheduled Available (0)
Intzke and Output ... » Administered (0) Last 24 hours
Active Issues ... 4 Suspended (0)

Current Medications

2 In the Medication History check box, click No Known Home Medications. Then select

Document History.

g | Medication History Reconciliation Status
+ Mo Known Home Medications| Unable To Obtain Information Use Last Compliance © Meds History @ Admission

M Docurment Medication by Fix

[ [Order Name [status  [Details Last Dose Date/Time | Information Source
@ No known home medications exist for this patient.

< M

& Details

1 Missing Frequired Details Leave bed Histor Incomplte - Frish Laer | [ Dosument Hitow

Status: «* Meds History

Refresh your screen B Now the BPMH is competed.

Status: | @ Meds History | @ Admission

Status
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3 Activity 5.4 — Placing Feeding Orders

1 Feeding orders are built in the Powerplan PED Newborn Level 2 Admission (Prototype)
under Quick Orders. PED Enteral Tube Feeding Module and Total Fluid Intake can also be
accessed under the Patient Care Tab, under the Diet folder.

t | uack Orfers Y T—— 1] Nrasats Warklhon 13| PES Emergency Ore + (=] = B

B T ——

| etk 1y i ot s 22| biecs
Sosdvack T4T

| ot L[
| = T

Once this PowerPlan order has been placed, you can modify it as you have learned in a previous
activity.

/% Check Interactions Reconciliation Status
N © Meds History ) Admission @) Discharge

| @i © + AddtoPhase- /A Check Alerts @JComments St |Now |..  Duration: | Mone
HI [&[® [ [Component Status [Dose... | [Details &
PED Level 2 Admission (F (Planned Pending)

A Admit/Transfer/Discharge
Werify that an 'Admit to' Order has been entered prior to completing the powerplan
Patient Care

A Weight qdaily
I [F Oximetry - Continuous TN
[ Cardiorespiratory Monitoring TN
@ @ Pre- and Post-ductal O2 Saturation Perform critical congenital heart disease (CCHD) screening as per site protocol between 24 to 36 hours of age
[& Incubator Care TN
[ MNeonatal Abstinence Scoring wla3h

% @j PED Newborn Hypoglycemia (Module) (Validated)
@j PED Newborn Phototherapy (Module) (prototype)

4
I
G
5
v
i
Il
Il
i
4 Diet/Nutrition
& [ neo T.N
o F. _Breastfeed, Exclusive (Breastfeed)
2 ] |Z‘ Breastfeed with Supplementation via NG-tube | PO
O g [ Expressed Breast Milk (EBM) TN
[T €5 [F Pasteurized Donor Milk (PDM) TN
¥ &8 [ Infont Formula | Enfamil 20 keal/oz, Feed Ad Lib
[ [F Oral Immune Therapy = | Administer 0.02 ml Colastrum / Breast Milk, q3h, unless contraindicated
[l @j PED Enteral Tube Feeding (Medule) (Validated)
4 Continuous Infusions
O E] Q Total Fluid Intake Ped/Nea :I Neo Total (mlL/kq/day): 80, Including IV Meds/ Fluids, Including PO and Enteral Meds/Fluids
[l @ sedium chloride 2.5 mmol/100 mL D10W (sodium chl... See most recent TFl orders, IV, drug form: bag
[mi [ dextrose 10% (dextrose 10% (D10W) continuous See most recent TFl orders, IV, drug form: bag

infusion) Run until sodium chleride 2.5 mmal/100 ml - dextrose 10 % continucus infusion is available
| ﬂ dextrose 10% (dextrose 10% (D10W) continuous infusi... See most recent TFl orders, IV, drug form: bag
4 Medications
M erythromycin ophthalmic (erythromycin 3 mg/g eye 1 application, eye-both, once, drug form: eye oint

cint) Apply 1 cm ribbon to both eyes. Administer by 1 hour of age. If parents decline notify provider
[l @ Communication Order Parent(s) have signed the Refusal of Administration of Eye Prophylaxis to the Newborn
2 [F vitamink 1 mg, IM, ence, drug form: inj

Administer by 6 hours of age

i P& _chalecalciferal {uitamin D21 400 unit PO_adaibe dnin form: aral lin v
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If you are ordering Infant Formula, the default order is Enfamil 20kcal/oz. The black triangle will
provide a drop down list of other formulas which can be selected.

o O T T
Orders. | Megication List | Document in Plan
: W o) % @ + addtoPhase [} Check Mlets BComments  Sta: | Mow || Durstion: | None ||
- i i - — : .
Ot o Fonaten M.ibv (G e [status [Dose_ | Detais ]
e
ol 4 hdma Tranades Dischege
<% Verdy that an ‘et 16 Dedler b kg h
L Weight iy
Omirevekry - Contirmunis. T
Cardiorespiratory Monitaring N
Pre- and Post-ductal 02 Ssturahien disease [CCH 24 e 36 houes of ane
Incubstor Care TN
Hecnatal Abstinence Scoring xlath
FED Newborm Hypeahe ermia (Module) (Vabedated)
PED Rewborn Phetatherany (Modube] (orotatyee)
HED ™™
Breastfeed, Coclusive Dreastfeed) ™
A Ereantfeed with Supplementation via NG fube | PO
Expressed Breau Wik (EBM) ™
Pasteurized Donor Mik FOM)
X Oral Imenune Therasy
E 4 PLD Enteral Tube Foeding (Modude) (Vekdated) Endamil 24 kealioz, Feed Ad Lib
Continuout Irbusices Entamil Premasure 24 keal/cz, Feed Ad Lib
o o Pl K ke Dk e Pragestinil 20 keales, Feed Ad Lib
sadium chlonde 25 rmnel/ 100 ml 0HW (sodum chl. b
destrote 1% (destrose 10% (1) tontinuous S e
infissicn) Othver {plesse speciyl. Feed Ad Lib
ﬁ detrose V0% (destrose 10% ([DIW) continuous infusi_ See most recent TF| order, IV, drueg form: bag.
Medicamions
[T eeythromspein opbahaine snythnemyein § mgiy epe 1 applicatice, eye-both, ence, drug feir: eye e
int) Agphy | &m ribbon 1o both eyes. Administer by | hour of age. If parents decing natify provider
Communication Crdes Pareras) have sianed the Refussl of i b
witamin & Tmag, IM, once, deug form: in)
Adeniniter by b hows of age
- [ B D3 B PR W TP o v,
!A D il
Dnders Fex Compraties. | | Civders For i Siren s by Favisie § e Sun Corcel

This order of Enfamil 20kcal/oz can be altered from ad lib to preferred frequency. If you wish to
set a feeding schedule, select Feed Ad Lib: No, then select the frequency.

Code Status:

Location:LGH SCN; SCN; 08

Enc Ty Newborn
Dosing W Attending:Plisvca, Rocco, MD
& Check Interact Recenciliation Status
@b Eneck interactions @ Meds History ) Admission ) Discharge
g % © 4 AddtoPhaser / Check Alerts D) Comments  Start: | Now m Duration: | None El
ul ‘o%“? ‘ ‘Component |Status |Dose.‘. | |Data|ls ~
4 Diet/Nutrition
r 1) NPO TN
[ [} Bresstfeed, Exclusive (Breastfeed) TN
P = ﬂ Breastfeed with Supplementation via NG-tube | PO
- [F Expresscd Breast Milk (EBM) TN
= [F Pasteurized Donor Milk (PDM) T:N
i ¥ Infant Formula hd T:N, Enfamil 20 keal/oz
= [ 2T Th w o 002 el Calact: Beaact Mille_alk A o~
> Details for INfant Formula
Deiails]@;‘ Order Comments | 73 Offset Details |
= ¥ l select No I
Requested Stort Date/Time: [~ 2] psT *Formula: | Enfamil 20 keal/oz [~
Feed AdLib: |~ ves (8 No Feed Volume: | |
Feed Frequency: Top-Up Product (multi-select): | [~
Top-Up Route: Choose Top-Up Instructions: |
y Frequency q3hrs
Special Instructions: 4
Other (please specify)
[ @ Initate | [ Sign | [ Cancel |

Orders For Muise Feview | Save as My Favorite

Orders For Cosignature
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g3  Total Fluid Intake has been set with a default to 80ml/kg/day but this can be modified as needed.
If you click on the triangle, it will give you a drop down list of alternatives.

& Check Interactions Weconchation stetue |
2 O Meds History @ Admission @ Discharg

4§ g & + AddtoPhase~ [ CheckAlerts JdComments Start:  MNow .. Duration: Mone .

S |Component Status Dose... | [Details |~
3 ._ Cardiorespiratory Monitoning - . - T:N
= Pre- and Post-ductal 02 Saturation Perform critical congenital heart disease (COHD) screening &5 per site protocel between 24 to 36 hours of age
Incubatar Care TN
Mecnatal Abstinence Scoring wlain
i, PED Newborn Hypealycemia (Module) (Validated
B PED Newbom Ph (Module)
Diet/Nutrition
1] NPO TN
Breastfeed, Euclusive (Breastfeed) T:N
Breastfeed with Supplementation via NG-tube | PO
Expressed Breast Milk (EBM) TN
Pasteurized Donor Milk (PDM) TN
Infant Formula _'_I Enfamil 20 kcal/oz, Feed Ad Lib
Oral Immune Therapy LI Administer 0.02 mL Celestrum / Breast Milk, g3h, unless contraindicated
b PED Entersl Tube Feeding (Module) (Validated)
Infusions

Total Fluid Intake Ped/Neo

sodium chieride 2.5 mmel/ 100 mL D10W (sedium chl... Neo Total {mi

a7 IO [We0 OO0 OOROO0A00s OO0 R

4] dextrose 10% (dextrose 10% (D10W) continuous Neo Total (mL/kg/day): 100, Including IV Meds/ Fluids, Including PO and Enteral Meds/Fluids
i :::::]10% {destrase 10% (D10W) continucus infusi... Incleding IV jedts/ pokds Inciling RO Enfeinl Weds/oids: Baby oy foed i Kb
Medications
hthalmic (s in 3 mg/g eye 1 application, eye-both, once, drug form: eye oint
oint) Apply 1 cm ribbon to both eyes. Administer by 1 hour of age. If parents decline notify provider
Communication Crder Parent(s) have signed the Refusal of Admini ion of Eye 15 to the Mewb
vitamin K 1mg, IM, once, drug form: inj
Administer by 6 hours of age
é cholecalciferal (vitamin D3) 400 unit, PO, adaily, druq form: oral lig
hepatitis B pediatric vaccine 0.5 mL, IM, ence, drug form: inj
H@ PEDY/NED TM Hepatitis B Immune Globulin IM (HBIG) ...
Antimicrobials
Consider fic drug itoring with antibictic therapy beyond 48 hours. Place therapeutic drug monitoring instruction orders as required
(=l ampicillin ¥ |50 ma/kq, IV, qsh
C ici w | Caloct e
& Details
Oides Foi Congnaliee | | Oiders Fol ukss Feview | [ Sava s My Favaie | G s Sn || Concel

This is the Total Fluid Intake (TFI) for the baby. You can change the TFI manually if you click in the
box and enter a new TFI.

e Be sure to choose the Neonatal Total Fluids (ml/kg/day)

- CSTMATGOLIVE, BABY GIRL -0

CSTMATGOLIVE. BABY GIRL

Allergies: No Known Allergies
Add Ciiriirvent flodkic o e ¥ Ristoneliation= | 6 Chck inlitsctions Reconcdation Starus
+ F 1 eractin Meds Histery ) Rdnsscn ) Dricharge
Oedees. [ Medication List | Document in Plan
W Cliders doe Signanan

0 [ (RO [P Drter Marne Statui Start [Detwls

| 4 LGH SCH; SC; 08 EncT0000002008T 1 Admit: 04-Feb 2018 14:00 PST
| 4 Communic. Ordeis.

i i Intaice Ped_ O - i Tl 2.3 kg Weo Total il ik d nciodiog IV Medi Flusds, Inchiding PO snd Entarsl Medt Fluids

* Betas o Total Fluid Intake Ped/Neo
| Detals |5 Oncer Comments |

L 3 T
*Requested Start Date/Time: 5702012 Z[v] joess ol *Dse W gl [ 233 £ ]
Pedistics Total Pids {mLm: ] Necnstal Total Fluids {mL/kg/dayl: [ 20

Imchading IV Weds/ Fluids: [(@ ve { Ho| Inchuding PTl and Entersl Meds/Pluids: [(8 ves ( Na|

Special Instructions:
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4 Orders can be modified on the Menu under Orders on subsequent days.

Tmk Gt View QEETSTE Chatt Current

Add  Help

ing Shel il Dynamic Worklist i LearningLIVE | | @) CaneConnect ) PHSA PACS @) VCH and PHC PACS I} MUSE ©) FormFast w1 |,
b, Fang Bic B Al LY Pationt Haaith Education Materiab i} SHOR Guidelines sed D5Te g} UpToliate |
£ e 00 A Bt 4 - ! B i Dirncern Heprrting Portal gt fnud Copy. & IProtecel (e Manages MyPatient Predecol Mansger
CSTMATGOLIVE, BARY GIRL

CSTMATGOLIVE. BABY GIRL DOR -Fels 2018 Code Stabis:
A i

A Message Certre § Patient Ovenview By Ambulstory Organizer iy MyLiptrience § Patient List Tr

Allergies: Mo Knewn Allergies

Hx | Reconciliation = | & Check Interact Reconcilistion Status
B = o O Meds Hastory @ Adeission @ Discharge
M
==y oo i Didare e
-
@ |7 [Drcer lame st Dote— [Detaik  + A
BB Pre- and Post-ductsl OF Seturstion Crdered 05-Feb-2018 09:12 PST, Pesform critical congenital heart disease (CCHD) screening o3 per site protocol between 24 10 36 hours of sge.
BB Wegh Cedered 09 Feb- 2018 0932 PST, qdaily, Sop: 19-Feb- 2018 0938 PST
= .
M B ot Formuia Crdered 09-Feb- 2018 09:33 PST, Erdamil 10 kealiox Feed Ad Lk
4 Medication
Mm@ enthicmyein ephthalmic (entheamycin Crdered 1 applicaticn, eye-bsth, cace, dnag foem: eye oint, staet: 09-Feb-2018 B0 PST, stop: 09-Feb-2018 10:00 PST
5 miglg eye cint) Apphy 1 cm ribbon 10 both eves. Administer by 1 hour of age. # parents decline notify provider
B i vitsmin K Ovdered 1 mg, IM, ance, drug form: irg, stars: 08-Feb-2012 1:00 PST, stop: 05-Feb-2018 10:00 PST
eninister by 8 hours of age
A Laboratory
B B Mewboen Sereen Collecton Cedered Elcond Spot, Routine, Und callec, Collrction: 06-Feb 20118 15:0% PST, once
(Perding Eaby ot b graater thin 14 hewss of age
B [ Mewboen Scrmen Collection COrdnred Bicad Spot, Routine, Uni collect, Collection: 10-Feb-2018 0238 BST, once
(Pending . Buabry must be greater than 24 howrs of age
B4 B Biirubin Totsl and Direct Cvdered Bleod, Routine, Collection: 0E-Feb-201E 15:05 PST, ance
Perform simultansous with Newborn Screen
B @ Gdirubin Tots! and Direct Cedered Bicod, Routine, Collection: 10-Feb-2018 09638 PST, once
Perform simultanecus with Newbomn Screen
 Communication Orders
B B notty Treatmg Prevacer Credered 0%-Feb- 2018 1509 PS1. o ar if erymen s below 4%
B4 [E Moty Teeating Provider Crdered (09-Feb- 2018 0933 PST, ¥ begi if R bekow 8%
v B4 @ @ Totsl Fluid Inteke PedNeo Oedered 05-Feb-2018 05:32 PST, Weight {kqk 2.3 kg, Neo Totsl (mL/kg/day): 80, Including ¥ Meds/ Fluids, Inchsding PO and Entesal Meds/ Thaids
E)
B (= l

04-Feb-2018 MRN:700020550
Enc:7000001 0871

‘O Full screen (S Print ninutes ag

& Check Interacti Reconciliation Status
| &% Check Interactions © Meds History @ Admission @ Discharg
" Renew
7 Displayed: Al Active Orders | Al Modify Show More Orders...
b Copy
[&] [*  [Order e Details_+ A
Cancel and Reorder
=] Pre- and P 03-Feb-2018 09:38 PST, Perform critical congenital heart disease (CCHD) screening as per site protocol between 24 to 36 hours of age
M B weight e 09-Feb-2018 09:38 PST, qdaily, Stap: 09-Feb-2018 09:38 PST
4 Diet/Nutrition Activate
M B Infant Forn Trrpe 09-Feb-2018 09:38 PST, Enfamil 20 kealfoz, Feed Ad Lib
4 Medications c /D i
M = E erythromy, anceybiscontinue 1 application, eye-both, once, drug form: eye oint, start: 09-Feb-2018 10:00 PST, stop: 09-Feb-2018 10:00 PST
5mg/g ey Void Apply 1 cm ribbon to both eyes. Administer by 1 hour of age. If parents decline notify provider
M mE vitamink 1 mag, IM, once, drug form: inj, start: 09-Feb-2018 10:00 PST, stop: 09-Feb-2018 10:00 PST
[=giz e e = Administer by & hours of age
4 Laboratory Add/Modify Compliance
=] Newborn § Blood Spot, Routine, Unit collect, Collection: 08-Feb-2018 15:05 PST, once
Order Information... Baby must be greater than 24 hours of age
ME Mewborn § Comments... Blood Spot, Routine, Unit collect, Collection: 10-Feb-2012 09:38 PST, once
Results. Baby must be greater than 24 hours of age
=] Bilirubin T Blood, Routine, Collection: 06-Feb-2018 15:05 PST, once
Reference Information.. Perform simultaneous with Newborn Screen
M B Bilirubin T Print * |Blood, Routine, Collection: 10-Feb-2018 09:38 PST, once
Perform simultaneous with Newborn Screen
i U Advanced Filters...
] Motify Trea Customize View... 05-Feb-2018 15:05 PST, If beginning oxygen therapy or if oxygen saturations are below 92%
] Motify Trea 7 ‘ Disable Order Information Hyperlink 03-Feb-2018 09:38 PT, If qumnq oxygen therapy or if oxygen saturations are below 92% . . i
T Total Flui 08-Feb-2018 09:38 PST, Weight (ka): 2.2 kg, Neo Total (mL/kg/day): 80, Including IV Meds/ Fluids, Including PO and Enteral Meds/Fluids
r 1
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Modify Total Fluid Intake Ped/Neo to 100 ml/kg/day:

Dizplaped: All Active Orders | &l Inactive Orders | AN Active Orders Show Maore Orders...
|@%‘ |\7 ‘OrderNama Status ‘Duse‘.. |Deta||s o &
M =] Notify Treating Provider Ordered 05-Feb-2018 15:03 PST, If beginning oxygen therapy or if oxygen saturations are below 92%
M B Notify Treating Provider Ordered 2018 09:38 PST, If beqinning oxygen therapy or if oxyqen saturations are below 92%
(| Modify kg, Neo Total
v
= Details for Total Fluid Intake Ped{Neo
Detais |5 Order Comments | ¢ et Details |
=Bk ¥
Requested Start Dite/Time: | 09-Feb2018 2| sz sl pst “Dose W. (kg): | 23 kg |
Pediatrics Total Fluids (mL/h): ‘ Neonatal Tetal Fluids (mL/kg/day): ‘ 100 ‘
Including IV Meds/ Fluids: Including PO and Enteral Meds/Fluids: | (# Yes (C No
Special Instructions:
Orders Far Casignature Orders For Murse Review Orders For Sighature
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3 Activity 5.5 — Locate the Newborn Record Report

1 You can locate reports such as the Newborn Record in the Menu list of the newborn’s chart.
To open, simply click on the Menu.

\ +  CSTMATTEST, BABY BOY  ~
CSTMATTEST, BABY BOY

Allergies: Milk

- A  Provider View
Blanansaion -00a

The information is pulled from documentation areas such as iView.

Ll * # MNewborn Record

HE BB AA (1 -O0#

| MEWBORM RECORD PART 1 AND 2 REFORT

Momers Given Name: AMY Newborn's Given Name: BABY BOY
Momers Sumame: CSTMATTEST Suname CSTMATTEST

Partners Name: PHN. 987673669

Address.

Blood Type: A

Rhesus (Rh) Faclor positive

Risk Factors for Infant (Exposure to Substances) Freeclampsia, Other. breech
HospilalPlace of Bath. LGH Lions Gate Hospital
G J T1 F 0 Al L1
Apgar score:

Apgar Total Score at 1 min:

Apgar Tolal Score al 5 min

Apgar Total Score at 10 min:

Transitions to One Hour of Age:

Amnictic Flukd (Meconium) No

Suction - Oropharyngeal. No

After reviewing the newborn’s record, click the Go To Default View m icon or the Back ¥l icon
to return to your previous page.

v Newborn Record
MR A GoToDefaultView | - | iy @ #

nuap

NEWBORN RECORD PART 1 AND 2 REPORT
Mother's Given Name: TALIA

Mother's Sumame: CSTMATTEST

Partner's Name:
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3 Activity 5.6 — Active Issues for the Newborn

The newborn needs a diagnosis recorded as a base for future visits.

1

1.

2.

Navigate to the Provider View of the newborn’s chart

Click on Neonate Workflow tab

Click on Active issues component

In the Add new as: This Visit search box, enter = Infant

Select Term Infant

=< - | | Provider View

ARIARIS & 10%
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Triage/Antepartum

Neonate Overview 7

Documents (0)

Vital Signs & Measurements
New Order Entry

Micro Cultures (0)
Pathology (0)

Imaging (0)

Order Profile (15)

Billirubin Nomogram 35
Weeks and Greater

Histories ...
Infant Feeding ...

Task Timeline ...

m

Neonate Weights and
Measurements ...

Active Issues 4

23| Labour

S:él Neonate Workflow HX& Partogram

Active Issues

52 | OB Quick Orders

83| Postpartum

o No Chronic problems documented. Document No Chronic Problems or add 2 problem

Add new as: This Visit -
Crying infant (R68.11)
Infant diet (024.410)

Infant weaned (R78.89)
Infant formula (R78.89)

Intake and Output

Current Medications <

Term infant (¥27.9, 238.2)
:lq: ns: m:an: :: K :Z

Infant breastfed (R78.89)
Soy-based infant formula

lad (1) Navt 12 houre

Infant bottle fed (R78.89)

Order Start
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3 Activity 5.7 — Bilirubin Nomogram

1 It is important to note that the nomogram should only be considered accurate for infants above
35 weeks of age. It includes data from serum bilirubin and nursing documentation.

1. Click the Bilirubin Nomogram heading on the Neonate Overview menu.

Billirubin Nomogram 35 Weeks and Greater
Risk Predictor Graph Phototherapy

®  soum A | Transcutaneous

25 428

20 342
High Risk Zong 95t [%aile

| —

154 257

; ) / ke

um Bilirubin (mg/dL)
=z
£
& \%
o =
I o\ I
Z\2
3\
®
Bilirubin {pmol/L)

171
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2 Activity 5.8 — Task Timeline

1 The Task Timeline tracks key assessments and tasks needed prior to discharging a newborn
home. Documentation will flow into the timeline as it is charted by interdisciplinary staff
members.

1. From the Neonate Overview tab, click Task Timeline and review.

Task Timeline <o

Date of birth: Aug 15, 2017 05:48
Task Result

Pending ~
Newborn Hearing Screening Overall Result
Matemal Drug Exposure Test

3 Weight Discharge

Completed =
Mewborn ID Band Check Completed
Mewborn Screening Date, Time Drawn Completed
Bilirubin Check Completed
Mewborn Cardiac Screen Result Completed
Mewborn Car Seat Check Completed
MNewborn Hepatitis B Vaccine Completed -
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B ADDENDUM — Newborn Result Copy and Related Records

Learning Objectives

At the end of this Scenario, you will be able to:
Result Copy from the mother’s chart to the baby’s chart.

Access related records

SCENARIO

Result Copy and Related Records are specific to Maternity settings and are activities involving
both the mother’s chart and the newborn’s.

The following activities are added as an addendum because Result Copy will most often be done
by the nurse or a unit clerk shortly after the newborn’s birth. However, providers do have this
functionality should they wish to use it. Because it is usually part of the nurse or unit clerk’s
workflow, it is advisable to alert them should you wish to Result Copy yourself.

Note that this addendum is outside the pediatric patient scenario used in this workbook, therefore
the information provided here is for your information only (you do not need to execute these
activities; reading through is sufficient.)

As an inpatient nurse you will be completing the following activities:

Result copy from the mother’s chart to the newborn’s chart, prior to transfer.
Access related records

There are 3 minimal times when result copy is necessary:

1. After the baby has been quick registered

2. When the mom and baby is being transferred from labour to postpartum
3. Prior to the mom and baby being discharged from the hospital.
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# Result Copy

1  After you have quick registered a baby, it is important to Result Copy from the mom’s chart to
the baby’s chart. Performing Result Copy ensures that pertinent delivery and newborn information
documented in the mom’s chart is copied over to the baby’s chart.

1. From the mom’s chart, click the Result Copy "= %Y in the Toolbar.

2. The Result Copy Wizard window opens. Check to ensure the demographic information is
correct for both the mom (in the Copy Data From box) and her newly quick registered
newborn (in the Copy Data To box).

Note: for multiples, ensure the Association field in the Copy Data From box is referring to the
correct Baby.

3. Select Next.

Copy Data From Copy Data To
Maene: MATTEST, ICONS Hare: MATTEST, RARY BOY DOB: 0 -Dee- 2017 03:26
MRN: 700008431 ARN: 700008543
FIN: T00000001 5645 FINE: TOODO0001 5687
ssecistion. : Baby A Admie Date Times 01-Oee- 2017 0928

Dt arge Dt Tirse:

Sebect Assocution Type
Baby A =

Select Target Recoed
B L

Bvailable Linked Rocords

Pasme MEN Buth Date/Tune
MATTEST,. 70000853 01-Dec-2017 00526
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4. Information that will be copied over will show up once more; verify it is accurate. Any
information that is highlighted green is newly documented information that will be copied
over to the baby’s chart. You can select or unselect any categories on the left.

Select Next.

n Result Copy Wizard

Copy Data To
CONS Mame: WA
MERM: 70
FIN: 700
Admit DatesTime: 11-Dec-2017 08:00

[ Discharge Date/ Tirme:

TEST, BABY GIRL DOB: 11-Dec-2017 08:00

Matereal nformatiean
Risk Factors, Antepartum Current Freg EbBruption, Age mother concelved Under 19, ARMA [~ 35), Alcohol Use duning preg V. Antepart o
3 n tATant Feeding Plan
B initial Hewbormn Exam Non-Eu(luslve“sleastteedlﬂo Reason n
| raternal Education D-Age at Delivery
] maternar Labs Para Full Term
veme.., Para Premature
Para Abortians
Gravida
Brena tal Care
Primary OB Provider
Bara (rumber of lve Birth)
Delivery Information
Anesthesia Type OO

ROM Type: -
(previows ) [ e jgrmeconce

5. Click Copy Data

it Result Copy Wizard (m23a]
Copy Data From Copy Data To
MName: MATTEST, ICOMS MName: MATTEST, BABY GIRL DOB: 11-Dec-2017 08:00
MRN: 700008431 MRN: 700008856
FIN: 7000000015645 FIN: 7000000016518
Association: Baby A Admit Date/Time: 11-Dec-2017 08:00

Discharge Date/Time:

[
5

Maternal Information
Risk Factors in Utero Maternal Abruption, Age mother conceived under 19, AMA (=35), Alcohol use during pregnancy, Antepartum hemorrhage, Assisted reproductive techno £
Maternal Infant Feeding Choice
D-Mother's Age at Delivery —
Maternal Fara Full Term
Maternal Para Premature
Maternal Para Abortions
Maternal Gravida

Delivery Information
Maternal ROM Date, Time
Maternal Amniotic Fluid Color
Delivery Type, Birth
Maternal Delivery Complications
Maternal Labor Onset Methods

Maternal Labor Onset Date, Time
Umbilical Cord Description B

Lo romts b Anthal
r
[ Previous ] [ Copy Data ]Bﬁncel ]

4 | i
The Result Copy Wizard window will close and you will be taken back to your patient’s (mom’s)
chart.

Note: Result Copy can be done at any time during nursing documentation, however, at a
minimum, it should always be done at the following times in order for appropriate information to
be viewable in the newborn chart (and therefore facilitate appropriate care):
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1. After Quick Registration of a newborn (Labour and Delivery Nurse to do Result Copy)

2. When mother’s status is switched from Labour to Postpartum (Labour and Delivery Nurse
to do Result Copy)

3. Before mother/baby is discharged from hospital (Postpartum Nurse to do Result Copy)

Now that you have created an electronic chart for the baby (via Newborn Quick Reg) and you
have performed result copy to copy pertinent delivery information from the mom’s chart to the
baby’s chart, you can document on the baby. After a baby is born, the nurse needs to complete
the Newborn Admission History PowerForm.

Key Learning Points

Result copy allows you to copy documented information from mom’s chart over to the newborn’s
chart.

Result copy is necessary at minimum during the follow 3 situations:
1. When the newborn has been quick registered
2. When mom and baby are being transferred from labour to postpartum

3. When mom and baby are being discharged from the hospital
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¥ Related Records

The Related Records function can be used to find and open a chart of a related patient. For
example, if you are in a mom'’s chart and you wish to quickly find and open her baby’s chart, you
can use the Related Records function.

Let’s practice using Related Records to open a baby’s chart:

1. From the mom’s chart, click on the Related Records =sfated Reeards * g0 the Toolbar.

PP Validate, OB-Nurse - 760000735 Opened by Train, Nurse-OBL
Task Edit View Patient Chart Links MNavigation Help

{ Tracking Shell |=1 Message Centre Eg CareCompass ,;? Patient List &3 Multi-Patient Task List [7] Case Selection | Schedule EZ LearningLIVE = EQCareConnect QPHSA PACS

EETearOﬂ: !EI_Exit %AdHOC I Medication Administration & PM Conversation - g Communicate = ] Medical Record Request ﬁResuIt Copy %Reiated Records |4 Add ~
) Patient Health Education Materials £} Policies and Guidelines 3 UpToDate g

Validate, OB-Nurse =

Validate. OB-Nurse DOB:1991-Jan-26 MRN:760000735
Agei26 years Enc:?ﬁUDODOD{JO?ER
PHM:10760000735 Dosing Wt:E0 kg

Code Status:

Allergies: No Known Allergies Gender:Female

@
=

< ~ |#% Women's Health Overview

AR ARIRA |10 - 084

2. |If this is your first time accessing the newborns chart, you will first be prompted to assign a
relationship to the baby. Select Nurse. Click OK

F

Assign a Relationship

o

For Patient:  MATTEST, BABY GIRL

Relationships:

Chart Review

Quality / Utilization Review

aren
Secondary Murse
Student Murse
Unit Coordination

| oK | Cancel |

3. The Encounter Selection window will open. Select the correct encounter (note that
because the newborn only has one encounter, it will already be selected). Click on the X

icon to close the window.
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]
|B Encounter Selection ﬁ
Encaunter Type Location Admit Date Discharge Date Encounter #
Mewborn LGH LD LDR5 01A 01-Dec-2017 09:26 PST 7000000015882
< . 3
=T — = -

4. The baby's chart will open to the Women’s Health Overview as the default landing view,
with the Neonate Overview page open.
Menu - | | Women's Health Overview

Women's Health Overview ARNIARI R 0% - O0a

Triage/Ante/Labour &2 | Postpartum 52 Neonate Workflow &2 | Partogram 52 | Discharge 22 | Handoff Tool 22 | Referral Triage
Neonate Overview Tl .
Neonate Overview
Task Timeline L
. Days of Life: 0 GA at Birth: — PMA: — Age: 10 hrs
Order: + Add Neonate Weights and v a
Measurements Delivery Summary Contact Info
& Add Documents (0)
Birth Dat 11/12/2017 07:00 Birth Weight | 3.2 ke
=+ Add Vital Signs & Measurements R 11712 ey o
: Sex | Male
A L:
+ Add s EGA by Ballard | —
New Order Entry ... Apgar 1min | @
Micro Cultures ... Apgar 5 min | @
Pathology ... Apgar 10 min | -
=S e Delivery Type, Birth | Vaginal
Order Profile ...
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% End of Workbook

You are ready for your Key Learning Review. Please contact your instructor for your Key Learning
Review.
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